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PARCELS EITERATURE Tel: +49 931 80 48 50 
Fax: +49 931 80 48 525 
April 1996 

Dear friends, 


Re: Mailing List 1996/1 


This is our first parcel of HIV/AIDS literature sent out in 1996 to a long list of addressees in 3 conti- 
nents. As in 1994 and 1995 we wish to furnish representatives of church related institutions and NGOs 
with up-to-date information and material on HIV/AIDS related issues. Most of you received similar 
parcels previously; the names of others have been added recently. A list of all items is attached and 
reveals that our selection covers a rather wide field from gender issues to care for PWAs at home, from 
gynaecological issues to Tuberculosis-Control in countries with a high HIV-prevalence. Of particular 
interest for all should be the document from Panos on ,,AIDS: Science at the crossroads“ and the short 
special reports on the [Xth International Conference on AIDS in Africa (ICASA), held in December 
1996 in Kampala/Uganda. 


Our list of addresses is a very long one. It is not possible for us to individualise the content of these 
literature parcels. This means that not all of the items sent will be of interest or practical importance for 
everybody. But we hope that you will be in a position to act as multiplicators in two ways: by duplica- 
ting items which are relevant to you and passing the copies on to others with similar interests and/or by 
referring items which are not of use to you to those for whom they are relevant and of service. 


We want to draw the attention of our addressees in Africa to a new training package from TALC This 
package is called ,Stepping stones”, consists of a 240-page manual and a 70 minute video which iS 
meant to help you in running a workshop on HIV/AIDS, gender issues, communication and relation- 
ship skills. It is available at £47.50, or, on request, free of charge from TALC P.O. Box 49, St. AL- 


BANS, HERTS ALI 5TX, UK. 


- vious occasions - requested that receivers kindly return to us a completed question- 
ty kaiaenty the response rate has been particularly poor the last time. If we would remove all 
the names of those who did not respond very few would be left. As we know about the enormous po- 
stal delays in some regions, we have removed only a few names from the list. We have again included 
a little questionnaire in this parcel and wish to appeal to you very seriously to complete it and return it 
to us. If we will not get any information from you after two subsequent mailings, we shall certainly 
have no choice but to terminate any further mailings to you. 


We hope that you will be able to make good use of the items sent and wish you all the best for your 
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To the 
Medical Mission Institute 


Department of AIDS and International Health 
Salvatorstr. 22 


D 97074 WURZBURG 
GERMANY 


(Fax-No: 931 - 8048525) - 


QUESTIONNAIRE REGARDING LITERATURE PARCEL 


1. Organisation which received parcel: 

2. Country where organisation is situated: 

3. Person responsible: 

4. Date of receipt of parcel: 

5. Condition of parcel on arrival (make a cross and/or delete where applicable): 
0) good 
2 damaged but usable 
D strongly damaged 

6. The content of the parcel is: 


0 very relevant or/and interesting for the organisation/myself 
CO relevant and at least partly useful for the organisation/myself 


CO not relevant for the organisation/myself 
C content will be referred to/partly referred to ...........-sssscssssssseseeesetenneestnessetneennnes 


7. Any suggestions how delivery and/or content could be improved: 


8. I/we wish/do not wish to remain on your mailing list. 


9. Any other remarks: 


(signature) 
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EXECUTIVE SUMMARY 


This publication aims to 
provide policy-makers, planners 
and programme implementers 
with information and ideas on 
how to incorporate a gender- 
based response to Hiv/AiDs and 
STDs into their policies and 
programmes. 

After outlining the global 
epidemiology of Hiv infection, 
AIDS and sTDs, it explores the 
concepts of gender and a gender- 
based response. The focus of the 
next section is the impact of the 
epidemic, elaborating on how 
gender-related factors affect Hiv- 
infection risks and obstacles to 
prevention and care. Then gender- 
based responses and strategies are 
suggested and described. 

Personal testimonies and 
brief descriptions of programmes 
and interventions personalize the 
text, show the impact of gender 
inequality on female and male risk 
and coping, and provide examples 
of effective responses. 

To conclude, a checklist is 
provided for assessing the gender- 
based focus of existing or planned 
programmes and interventions. 


Contents 


Why gender and nIv/aips/stps? 2 

How extensive are HIV/AIDS andsTDs? 4 

What does a gender-based response involve? 7 

Why do uIv/alDs/stDs affect women more?_10 

Can women and men reduce risks and share responsibilities? 23 
How gender sensitive is your work? 43 

References 46 

Additional reading 48 

List of contributors 51 


Invitation to comment on this publication 52 


gender 


HIV/AIDS/STDs? 


92 “One oF tne most striking 
features of the response to the 
Hiv epidemic to date is how few of 
the policies and programmes we 
have developed relate to women’s 
life situations. The daily lives of 
women and the complex network 
of relationships and structures 
which shape them are well known 
to women and well documented. 
Despite this, our theories, 
research agendas, policies and 
programmes have not been 
grounded in and informed by 
these experiences.” 


ELIZABETH REID |'J 


As the HIv/AIDs epidemic and Sexually transmitted diseases (sTDs) con- 
tinue to advance worldwide, we are learning ever more about how they 
affect individuals, households, families, communities, organizations 
and nations. The individual loss has been enormous, particularly in 
those countries and regions affected early on. arps is increasingly recog- 
nized in developing countries as a serious concern for socioeconomic 
development as a whole. Its impact is seen in family and community 
structures and relationships and in sectors as varied as education, 
employment, health care, social welfare, agriculture and the judiciary. 

Economic consequences are already apparent. In highly affected 
countries, the business sector is experiencing increased absenteeism as 
employees fall ill, care for the sick or attend funerals. Loss of experienced 
and skilled workers in the formal and informal sectors may lead to lower 
productivity, savings and investments. In subsistence and small-scale 
agriculture, loss of labour may result in changes in farming patterns and 
food shortages. 


Strategies to prevent the spread of u1v have focused on the promotion of 
condom use, reduction of numbers of sexual partners and treatment of 
stps |2I, Many of these responses, however, have failed to address social, 
economic and power relations between women and men, among men 
and among women. These relationships, together with physiological dif- 
ferences, determine to a great extent women’s and men’s risk of infec- 
tion, their ability to protect themselves effectively and their respective 
share of the burdens of the epidemic: 

- Women are physiologically more vulnerable to Hv infection than 
men. Young women are especially at risk and aips death rates are high- 
est in women in their 20s. 

~ Stereotypes related to n1v/aips and stps and their association with 
marginalized groups (e.g., sex workers) contribute to blaming women for 
the spread of n1v. Fear of stigmatization inhibits people from taking pre- 
ventive measures and leads women and men to assess their own risks 
inadequately. Moreover, many ideas and expectations regarding male 
and female (sexual) behaviour neither encourage¢ men to act responsibly 
and protect themselves and their partners from infection nor stimulate 
women to challenge notions of female inferiority and social structures 
which keep them vulnerable. 


- Low social status and economic dependence prevent many women 


WHY CENDER AND HiV AIDS/STDs? 3 


Ken young People (e.g, street-children) from controlling their own risk 
ith little negotiating power, they are often unable to insist on safer sex: 


'Sproportionately Poor, they may have little choice other than to barter 
Sex for survival. 


Although the necessity of focusing on women’s needs has been high- 
lighted time and again, especially since 1990 when the theme of World 
AIDS Day was “Women and HIV/AIDS”, women continue to bear the 
brunt of the epidemic and to be highly vulnerable to infection. Reducing 
their - and men’s - risk of infection demands gender-based responses 
that focus on how the different social €xpectations, roles, status and eco- 
nomic power of men and women affect and are affected by the epidemic. 
This involves analysis of gender stereotypes, redefinition of male and 
female relationships and roles, promotion of cultural beliefs and values 
supporting mutually responsible behaviour and exploration of Ways to 
reduce inequalities between women and men. A supportive environ- 


ment can be created thereby, enabling women and men to undertake 


prevention and cope better with the epidemic. 


Women and men both have much to gain from increased gender 
sensitivity in general development policy, planning and programmes, 
and particularly by national alps/stp programmes, AIDs service organi- 
zations and related services. At all levels a gender-based focus on prob- 


lems and solutions is urgently needed. 


This publication aims to provide policy-makers, planners 
and programme implementers with information and ideas 
to help them incorporate a gender-based approach to 
HIV/AIDS and sTDs into their policies and programmes. It 
highlights the nature and scale of the epidemic, explores 
the concepts of gender and a gender-based approach and 
the ways HIV/AIDs and sTps affect and are affected by gen- 
der. Suggestions are made for approaches and strategies to 
address some of the problems. 

It is hoped that the analysis, information, ideas 
and examples will help stimulate many more gender-sen- 
sitive initiatives to help us cope with HIv/AIDs and stps 


more successfully. 


A gender-based response to 
HIV/AIDS and stDs focuses on 


how different social expectations, 


roles, status and economic power 
of men and women affect and are 
affected by the epidemic. 

It analyses gender stereotypes 
and explores ways to reduce 
inequalities between women and 
men so that a supportive environ- 
ment can be created, enabling 
both to undertake prevention and 
cope better with the epidemic. 


How 


‘ 


extensive... 


REPORTED 1,025,073 


Africa 34% Americas 12% 
(excluding usa) 


Europe 12.5% 


USA 39% 


Oceania 0.5% 
Asla 2% 


Figure1 Total numbers of reported 
and estimated Alps cases (adults and 
children) from the late 1970s/early 1980s 
until late 1994 (Source: WHO/GPA) 


Figure 2 Estimated distribution by 
region of total Hiv infections in adults >> 
(bold) and women (italics) from 


the late 1970s/early 1980s until late 1994 
(Source: WHO/GPA) 


HIV/AIDS ana STDS? 


At the end of 1994, a cumulative 
total of 1,025,073 AIDS cases 
(adults and children) worldwide 
had been reported to wuo. The 
actual number of aIDs cases is 
unknown because of under- 
diagnosis, incomplete reporting 
and reporting delays. However, 
an estimated 4.5 million arps 
cases have occurred in adults 
and children since the begin- 
ning of the epidemic (Fig. 1). 

An estimated 18 million 
adults (13-15 million alive) and 
1.5 million children have been 
infected with HIv. Of the adults, 7-8 million are women (most of child- 
bearing age, Fig. 2). WHO forecasts that, by the year 2000, 30-40 million 


ESTIMATED 4,500,000+ 


Africa >70% Americas >9% 
(excluding usa) 


USA 9% 


Oceanla <1% 


* HIV infections will have occurred, 90% in developing counties. 


Moreover, an estimated 5 million children under 10 years of age will be 
orphaned, losing one or both parents. 
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HOW EXTENSIVE ARE HIV/AIDS AND STDs? : 5 : 


The proportion of women with Hiv and alps has increased dramatically. 
By 1994, women represented 40% of all new alDs cases; up to 50% of all 
New HIV infections were in women, mainly those aged 15-24 years.' 
Female vulnerability has become increasingly clear in Africa and Asia. 
By the year 2000, an estimated 14 million women will have been infected 
with Hiv and about 4 million will have died of aIDs. 

HIV is transmitted predominantly through sexual intercourse 
(70-80% of infections). Mother-to-child transmission and needle-sharing 
by drug users each account for 5-10% of all Hiv infections, while needle- 
Stick accidents among health workers account for less than 0.01% of 


reported cases. 
2 
1 
° | 3. | i... 
4 59 


young women than young men 
acquire HIv infection through 
sex. Their exposure to the virus 
at an earlier age, coupled with 
physiological factors, increases 
their risk (see page 10). In coun- 
tries with high uv prevalence, 
the greatest numbers of report- 
ed AIDS cases occur among 
women aged 15-34 years and 
men aged 25-44 years (Fig. 3). 
HIV infection due to 
blood transfusion is more com- 
mon in women than men. 
Women more often have blood 
transfusions because of anae- 
mia and complications during 
pregnancy and childbirth. Perinatal transmission occurs during preg- 
nancy, delivery or breast-feeding. The chance that a child of a seroposi- 
tive woman will also be infected with HIV-1 is 33% overall, with trans- 
mission reported to be as high as 48% in some developing countries (3), 


Number of people per 1,000 diagnosed with alps up to 1992 


Higher proportions of 
o- 


REGIONAL PATTERNS 


In regions where initially more men than women were infected, 
there is now a marked increase in infections transmitted through het- 
erosexual intercourse. In Europe, 15.4% of new infections in adults in 
1993 were due to heterosexual transmission. In France, heterosexual 
transmission increased from 19% in 1991 to almost 25% in 1993. In 1993 
in the USA, AIDS cases in women were almost 10% higher than in 1992; in 
nine major cities alps has become the leading cause of death among 
women of childbearing age. 

In sub-Saharan Africa, HIV has been transmitted predominantly 
through heterosexual intercourse since the beginning of the epidemic. 
More than half of newly infected adults are seroene (ta-r2 women for 
every 10 men). The annual number of infections is still increasing, In 
Francistown, Botswana, for example, HIV prevalence in pregnant 
men rose from 8% in 1991 to about 35% by 1993. In some countnes, 


ce Zaire and Uganda, alps has become the leading cause 


e.g., Cote d'Ivoire, 
of adult death (4), 


t All figures are based on WHO reports unless otherwise indicated. 


~ 


Wi. 


WO-14 15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65+ 
Age distribution and sex of people with ips | 


we female 
4 male 


Figure 3 Age and sex distribution of 
cumulative totals of people reported to 
have Aips (Source: “Young people first!”, 
Alps Action, 1994, 25, p. 2) 


6 HOW EXTENSIVE ARE HIV/AIDS AND STDs? 


Seroprevalence rates in North Africa and the Middle East appear 
relatively low but are increasing. In Djibouti, for example, pee preva- 
lence has reached 14% among men attending sTD clinics and 4% among 
women seeking antenatal care. 

In Latin America and the Caribbean region, a shift from trans- 
mission through primarily homosexual intercourse to bisexual and het- 
erosexual transmission as well as injecting drug use has taken place 
since the early 1980s. In Brazil, one woman was infected with u1v for 100 
men in 1984; by 1994 this was one woman for four men. 

Half of the newly infected adults in Asia are women. Ina border 
town in Shan State, Myanmar, 6-10% of women registered at public 
maternal and child health centres were already seropositive in early 


1995 !°1. 
Figure 4 (above) New cases/year SEXUALLY TRANSMITTED DISEASES 
of curable stos in the world (Source: 
WHO/GPA) STD rates remain high in much of the world. Each year about 330 
million new cases of sts occur, of which more than 90% are in develop- 
Figures (below) Estimated new ing countries (Figs 4-5). Overall infection rates for stps are higher in 
cases/year of treatable syphilis, gonor- women than men. Ulcerative stps, including syphilis and chancroid, 
rhoea, chlamydia and trichomonas _ and sTDs causing inflammation, such as gonorrhoea and chlamydial 
(Source: wHO/cpa) infection, facilitate transmission of Iv in both women and men. 


Women, however, are dispro- 
portionately affected. As with 
HIV, women often acquire stps 
at an earlier age than men. 
Gonorrhoea and syphilis are 
asymptomatic in 50-80% of 
women against less than 10% 
of men. In women, they often 
so rm ABseiniebisy aii go nen ae especially in 
ee ogpllion countnes with inadequate-stp 
*. i ag r programmes. The secondary 
a han : health consequences of stps 
a are more serious for women as 
they may contribute to infertil- 
ity, ectopic pregnancy, cervical 
cancer, premature delivery, 
stillbirth, low birth weight and 
neonatal infections. Ectopic 
pregnancy, cervical cancer and 
sepsis following pelvic inflam- 
matory disease can be fatal. 


LATIN-AMERICASAN D 


GLOBAL TOTAL 333 million 


What 


doesa gender-based 
' FESDORSE 


involve? 


What changes are needed to create an environment 
enabling women and men to protect themselves and each 
other? How can they collaborate equally in providing ade- 
quate care and support for those directly affected by the 
epidemic? Gender-based approaches can help us answer 
these questions in a way which orients programmes 
towards promoting social changes supportive of HIV/AIDS 
and STD prevention and care. 

Gender refers to widely shared ideas and expecta- 
tions (norms) about women and men: ideas about “typical- 
ly” feminine and masculine characteristics and abilities and 
expectations about how women and men should behave in 
various situations. These ideas and expectations are 
learned from families, friends, opinion leaders, religious 
and cultural institutions, schools, the workplace and the 
media. They reflect and influence the different roles, social 
status, economic and political power of women and men in 
society. 

Status and power affect the individual's risk of 
infection and communities’ abilities to cope with the epi- 
demic. The low status and power of women and young peo- 
ple lead to their subordination and restrict their possibili- 
ties of taking control of their lives in relation to HIV/AIDS 


Gender refers to widely shared 
ideas and expectations (norms) 
about women and men: ideas 
about “typically” feminine and 
masculine characteristics and 
abilities and expectations about 
how women and men should 
behave in various situations. 


These ideas and expectations are 


learned from families, friends, 
opinion leaders, religious and cul- 
tural institutions, schools, the 
workplace and the media. They 
reflect and influence the different 
roles, social status, economic and 
political power of women and 
men in society. 


and stTps. Societal pressures also make it difficult for men to change 
their behaviours in this regard. Their sexual behaviour may be influ- 
enced by their relations with other men and women (e.g., fathers, sons, 


mothers, sisters, peers) !¢1. 


Below, three examples show how gender is related to norms 
affecting HIV/AIDS and sTD prevention and care. The examples are sim- 
plified. In-depth gender analysis would also consider other differences 
that interact with gender to create situations of dominance and subordi- 


nation, such as age, class, ethnicity and religion (7), 


NORMS CONCERNING PARENTHOOD 


In most societies, women’s primary role in life is to bear and nur- 
ture children. Although responsible fatherhood may be promoted, 


WHAT DOES A GENDER BASED RESPONSE INVOLVE? 


men’s main duty is seen to be earning a living and dealing with the 
broader society on behalf of the family. ; 

Such norms have two broad implications in relation to HIV/AsOs 
and stops. First, a false division is made between “TEProd uCHive: 
(women’s) and “productive” (men’s) roles 2) The expectation that 
women must care for the children is extended to all household members 
needing support, e.g., the elderly, those who are ill with HIV/AIDS and/or 
orphaned children. Men are not usually expected to undertake care roles. 

This supposed division does not correspond entirely to reality, 
however. Almost universally, women have always undertaken produc- 
tive as well as reproductive work; it has simply been unpaid, unrewarded 
materially and unrecognized. In-many African countries, for example, 
well over half of the agricultural work is undertaken by women (68% in 
Central African Republic and the Congo, 70% in Gambia). Yet women do 
not gain equal access to educational opportunities or the paid labour 
market, both of which may contribute to social and economic indepen- 
dence and more self-assurance. 

A second consequence is that childless women are 
not viewed as “fully adult” or may be considered deviant. 
Their social status is often low. If their childlessness is due 


Sample statements reflecting the idea to infertility, they may not know this or refuse to accept the 


that women lure men into sex: 


“Women should wear purdah 


[head-to-toe covering] to ensure that 
innocent men do not get unnecessarily 
excited by women’s bodies and are not 


unconsciously forced into becoming 
rapists. If women do not want to fall 


diagnosis and try repeatedly (even with a variety of part- 
ners) to become pregnant. This of course implies that they 
have unprotected sex, thereby increasing their risk of 
exposure to HIV/STDs. 

Moreover, when childless women express their 
opinions about community measures needed for HIV/STD 
Prevention and care, their suggestions may not be fully 
respected or accepted by other community members. The 
voices of women who are mothers may also be given less 


prey to such men, they should take the credibility, because they are expected to confine them- 
necessary precautions instead of forever selves to household matters. 


blaming men” (comment by a member 


of Malaysia’s parliament during 


debates on the reform of rape laws [9]), a \ NORMS CONCERNING SEXUALITY 
ys} 
¥ é Among the numerous norms related to sex, many 


“The child was sexually aggressive” 
(reason given by a Canadian judge for 


Suspending the sentence of aman 


who had sexually assaulted a 3-year-old 


societies share ideas that women seduce men into having 
sex and that because male sexual needs are So strong, men 
cannot resist this. Such notions make men appear to be 
governed by their instincts, unable to control their behav- 


girl [9]. iour and victims of female power. As a result, men are not 
expected to behave responsibly, while women’s sexuality 

“The female condom will increase and behavior are controlled. For example, in many coun- 
immorality among women and sin gle tries, girls who become pregnant must leave school, while 
mothers. It is worse than the male con- _ boys who father children can continue their education 


dom, giving women the opportunity to 


do what they want. We are going to 
preach against these condoms - the 
church cannot condone their use” 
(parish priest in Kenya (01), 


with no requirement to contribute to child care. To protect 
men from themselves, social rules may also deprive 
women of the freedom to move about freely and lead to sit- 
uations in which women, instead of their attackers, are 
blamed for sexual abuse. 

These ideas form an obstacle to HIV/STD preven- 
tion because they absolve men from taking responsibility 


(UCP ZASTCU ROSPONDSCINY Ve y 


for the aie as : 
lf se eh: 
Sexual behaviour. They may also prevent women from taking 
measure > ; 
S to protect themselves. For example, women may be reluctant 


to buy and carry condoms because they will be accused of 
Wanting to “entice” men into having sex. Women may be 
reluctant to report abuse because they fear this will affect 
their Position in society: if it becomes known that a young 
girl has been sexually abused (the result of a trial), in some 


countries she will have difficulty marrying because both 
women and men see her as “spoiled”. 


NORMS CONCERNING POWER IN RELATIONSHIPS 


In many societies, men are expected to control 
women in all aspects of relationships. This involves deci- 
sion-making on when and whom a girl/woman will marry, 
when and how she will have sexual relations, when and 
how many children she will have, household expenditures, 


“Right now I'm pregnant. It was 
an accident, | was planning to go to the 
clinic but my husband took away my 
card»He wanted more children so | 


became pregnant” (woman in Kenya !")). 


“| told my husband that it was bet- 
ter to use condoms, the doctor said so. 
The doctor had also given me some to 
use at home. My husband became 
very angry and asked who gave me per- 


mission to bring those condoms home” 


a (woman in Kenya !"2J). 
This type of male power is supported by tradition 

and social norms. Women learn, for example, that their 

first loyalty must be to their kin and families, causing them 

to actin ways that reinforce rather than challenge female subordination. 
Often, fernale family members enforce community norms saying, for 
instance, male relatives must assume authority over widows. In addi- 
tion, men may impose their will on women, even resorting to violence to 
do so. Coupled with economic dependence on men, ideas and expecta- 
tions concerning so-called “proper” male and female roles make it diffi- 
cult or impossible for women to demand that men share responsibility 
for preventing sexual and perinatal transmission of HIv/sTDs. Men as well as women are trapped by the 
social and cultural conventions that require 
Gender analysis and gender-based programmes can help women and — womento be subservient. They both need 
men redefine their relationships in a mutually beneficial way.As women __ to be freed from the constraints of their 
move into traditionally “male domains”, men can be encouraged to _ social conditioning and helped towards a 
begin sharing responsibilities in the “female domain”. Some women fairer — and less dangerous — relationship 
already exert considerable power, if often in subtle ways. Their existing _—_ with one another (Photo: G. Diez, WHO) 
strengths should be recognized 
and their self-confidence and 
social skills expanded. Men can 
be helped to see how their privi- 
leged position and social roles 
orient them more towards rela- 
tionships involving authority 
and competition (and, perhaps, 
conflict) than collaboration. As 
the dynamics of male-female 
relationships change, commu- 
nities will be able to benefit 
from the potential of all their 
members to minimize the 
impact of HIV/AIDS and sTDs. 
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Women’s vulnerability to HIV/AIDS and sTDs is partly determined by 
physiological factors. It further reflects their wider social, sexual and 
economic vulnerability. The central issue is inequality. Economic need, 
lack of job opportunities, poor access to education and training and cul- 
tural expectations of female submissiveness and male dominance com- 
bine to prevent women from actively making choices and decisions 
about their lives, particularly with regard to limiting sexual risks and 
protecting their and their families’ health. For the same reasons, men 
are led to deny risk and avoid responsibility, not only for their partners 
but for themselves. For both sexes this situation needs to change. 


PHYSIOLOGICAL VULNERABILITY 


Women and men 

Researchers estimate that women’s risk of HIV infection from unpro- 
tected sex is at least twice that of men. Semen, which has high concen- 
trations of virus, remains in the vaginal canal a relatively long-time. 
Women are more exposed through the extensive surface area of mucous 
membrane in the vagina and on the cervix through which the virus may 
pass. In men, the equivalent area is smaller, mainly the entrance to the 
urethra in a circumcised man plus, in an uncircumcised man, the deli- 
cate skin under the foreskin. Circumcision in males (not in females!) 
appears to have some protective value against sTDs, including HIv. Men 
and women’s risk of HIv escalates manyfold if stps are present !"3), 


Young women 

Young women are at even greater risk than mature women (except for 
menopausal women in whom thinning of the vaginal mucosa increases 
susceptibility to infection). A teenager's vagina is not as well lined with 
protective cells as that of a mature woman. Her cervix may be more easi- 
ly eroded, potentially enhancing risk of Iv infection. She also faces 
potential bleeding at first intercourse through tearing of the hymen. In 
cultures where sex with very young girls is condoned, sexual intercourse 
is especially likely to cause trauma. In some countries, girls as young as 
12 may be martied to men three times their age. In addition, girls aged 17 
years or younger who have unprotected sex are at increased risk of 
developing cervical cancer. Sexually active young women may easily 
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contract herpes simplex and human papillomavirus infections. 
*k Pes a —— make young women especially vulnerable at a 
gotiating and economic power is least, making them 
fasier targets for sexual coercion and exploitation. This situation is 
worsened when more men, especially in high HIv-prevalence areas, 
seek out ever younger female partners in the belief that they are least 
likely to be infected. This is the most risky pattern of sexual partnership, 
ae @ group more likely to have Hiv already (older men) transmits the 
virus to a group with low levels of infection (young girls). 


Sexually transmitted diseases 


WHO estimates that about 330 million cases of treatable sTDs exist 
worldwide at any time. Yet women may have these infections without 
realizing it; some 50-80% of stps in women are asymptomatic or go 
unnoticed because they are internal. Women are much less likely than 
men to seek timely treatment for stps for this reason. Stigma attached 
to STDs, especially for women, inaccessibility of clinics, lack of money 
and too many other responsibilities further prevent them from getting 
treatment. Negative attitudes of health workers towards women pre- 
senting with sTDs may be another major deterrent to their seeking treat- 
ment or even contraceptive advice. This is true of teenage girls in South 
Africa, for example !*41, 


Cultural practices 

Certain cultural practices may exacerbate women’s physiological risk of 
HIV infection, especially when HIV is widespread in the population. 
Many women actively support these practices because they enhance 
their social status and security with their partners. Examples: 

~ Insome parts of the world, women use herbal and other agents in 
the vagina to cause dryness, heat and tightness. This practice is carried 
out because people believe men prefer “dry sex” (in which women feel 
like virgins) and because they think that female secretions are unclean. 
The substances used can cause inflammation and erosion of the vaginal 
mucosa, makingit easier for Hiv to enter. 

_ Excessive rubbing of the genitals during foreplay and intercourse, or 
“rough sex”, can lead to sores in the mucous membrane. 

_ Anal intercourse carries higher risks of HIV transmission because of 
frequent lesions. Although it is often associated with homosexual con- 
tacts, heterosexual couples practise it to preserve virginity, to protect 
against pregnancy, for (usually male) sexual pleasure and ina search for 
sexual variety. 

_ Female genital mutilation (circumcision) is practised in various 
countries. Infibulation (in which the labia minora and majora are cut 
away and the yulva is sewn shut leaving a pinhole opening for urination 
and menstruation) leads to extensive tearing and bleeding when sexual 
intercourse 1s attempted. It may also cause couples to practise riskier 
anal sex instead. The procedure itself could be risky if unsterilized 
instruments are used for several patients in succession. Less extreme 
circumcision, like removal of the clitoris hood, carries little risk during 
sex, but the procedure itself is potentially risky. Bleeding after circumci- 
sion may lead to the need for blood transfusions with unscreened, possi- 
bly contaminated, blood. 
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»» Shyamala, India: 
“From one end of the 
room, partitioned by a 
curtain, a voice, loud and 
haranguing, came 
through the silence. 

It was unmistakably the 
doctor's. ‘Spread your 
legs!... Tell me, where is 
it paining? Now tell me 
properly! Is it or isn't it 
paining? How are we 
supposed to understand 
anything if you won't 
talk? OK. Now you can 
go’... Suddenly the 
nurse’s voice boomed: 
‘Everybody go and pass 
urine and come back!’ 

| quickly followed three 
other women towards 
the single toilet... Back 
in the waiting room, 
some men had appeared. 
Two seemed to have 


come with their wives. ~~ 
i Ess 3, par | 
and two others... were > 


hospital orderlies. 

| noticed their eyes stray 
towards the gap in the 
curtain” ['s], 


11 


12 WHY DO HIV/AIDS 


Men living separately from their families 
for months at a time often have unprotec- 
ted sexual relations with several partners, 
increasing their risk of infecting themselves 
and, subsequently, their wives or girlfriends 
(Photo: G. Diez, WHO) 


5 TOs AFFECT WOMEN MORE? 


GENDER-RELATED VULNERABILITY AND OBSTACLES TO 
PREVENTION AND COPING 


Male sexual priority 
Commonly, though not universally, male sexual needs are acknowl- 


edged to a greater extent than female needs. This may be reflected in the 
very terminology describing male sexual desire, genitals and partner- 
ships compared with female equivalents. Many cultures use words to 
describe male sexuality in a positive way and female sexuality in a more 
negative and judgemental way. Many women and men define sex large- 
ly according to what they believe gives men pleasure, particularly pene- 
tration. Often women do not explore, let alone assert, their own prefer- 
ences, because this is considered inappropriate. 

“Everything is centred around the pleasure of the man,” says a 
Zimbabwean woman at a market. She sells herbs which, when put in 
the vagina, cause dryness and tightness. “So if these substances are 
harmful or even if discomfort is caused, it doesn’t matter to the woman. 
She’s doing what she thinks he wants. This is how we have been condi- 
tioned” !t6]. 

The dominance of male needs and denial of female needs 
impedes open discussion between the sexes and limits people’s chances 
of achieving mutually satisfying, respectful and safe forms of sexual 
behaviour. To curb HIVv transmission, both partners should be able to 
express their worries about infection and use protective measures such 
as condoms out of respect and affection rather thanasa sign of mistrust. 

Sex within marriage, in particular, needs to be a source of mutu- 
al pleasure and bonding, rather than only a duty and a condition for pro- 
creation. However, it is within marnage or with regular partners that 
women may have most difficulty negotiating safer sex, such as condom 
use, as this implies lack of trust and infidelity. But it is essential that they 
be able to do so, as most HIV-infected women have been infected by their 
husband/regular partner, 


Economic vulnerability and 

sexual services 

For women and men struggling 
with daily survival, concern 
about a disease that may kill ro 
years hence is a luxury they can 
ill afford. Women’s economic 
dependence makes them vul- 
nerable and, for many, training 
and employment opportunities 
are few. If selling sex enables 
them to survive today, long- 
term concerns remain out of 
focus. A Ghanaian woman 
engaged in sex work in Abidjan, 
Cote d'Ivoire, commented, “I 
need to feed and clothe my chil- 
dren now. How can I Worry 
about something that may not 
affect me for many years?” "71, 
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Richard, Uganda: “After dropping out of school at age 17, : 
| made friends with four boys who were prominent. We had quite a 
lot in common, only they engaged themselves in business and sexual 
life. We used to have evening walks from place to place, especially 
where there was entertainment and drinking. At such places, these 
boys could meet more than one sexual partner. They tried pelt best 
to persuade me to do what they were doing, by sending me different 
girls so that we could exchange a word or two relating to sexual 
activity. | usually had fears and shyness. | didn’t know how to start: 
what could she think of me and what could she say afterwards? How 


would | engage in actual physical intercourse? 


After all their pressures, the group was not happy with me at all. 
They felt that | didn’t belong and started to tease me with a lot of 
embarrassing questions and statements like: ‘You will suffer from 
backache because of not releasing the semen. Richard, you seem to 
be impotent — were you castrated?’ To sumit up, they deserted me 


on those grounds” [?'), 


Young girls who may be raped by a male 
relative or who are married off as children are 
especially vulnerable to Hiv/sto infection. Ata 
maternity hospital in Lima, Peru, 90% of the 
young mothers aged 12-16 years had been raped 
by their (step) fathers or another close family 
member. In Jamaica, 40% of pregnant girls 
between 1 and 15 years of age reported that 
their first intercourse was “forced”. 
Meanwhile, in India, nearly 16% of 133 middle- 
and upper-class postgraduate students said 


they had been sexually abused before the age 
of 12 years [?). 


>> In Papua New Guinea, various factors in 
tribal life combine to place women in situations 
of Hiv/sTo infection risk. Customs encourage 
strong male bonding mechanisms that are 
played out during frequent group sex events. 
Many men participate in having sex with one 
woman and several other men. Even though 
this is often against the woman’s will, it is not 
considered rape in the legal sense or con- 
demned [?4), 
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>> 


boys to resist experimenting 
with multiple pre-marital part- 
ners, while girls are expected to 
remain virgins until marriage or 
at least to remain faithful to one 
partner. 

A further potential 
source of risk is polygamy, usu- 
ally meaning multiple wives 
rather than multiple husbands. 
If no partner has sex outside the 


butif any one is infected, all may 
be at risk. 

To curb the epidemic, 
marnage should be squarely 
acknowledged as a major risk 
factor for women in many soci- 
eties. The simplistic message of 
lifelong monogamy is a poorone 
if one partner already has HIV 
infection and will not use con- 
doms. It has been observed that 
some men who learn or fear they have uIv infection 
marry to ensure someone will care for them when 
they become sick [22]. 


NX 
a‘ 


Violence against women 


Violence against women, especially rape, is a risk - 


factor that is inadequately recognized or addressed. 
In South Africa, an estimated 370,000 women are 
raped every year; in the United States, the Depart- 
ment of Justice reports that a woman is raped every 
six minutes [23], Ironically, marital violence is more 
tolerated by society than violence outside marniage, 
to the extent that rape within marriage is not a rec- 
ognized offence in many parts of the world. The 
woman's word is usually given less credit than that 
of the rapist. It is also traumatic and difficult for 
women to report rape and secure a conviction; the 
extreme is reached in some Islamic countries where 
a male witness to the rape is required. 

Violence against women is sometimes 
socially condoned. Many would argue that widely 
distributed films and _ television portrayals of 
women as sex objects and victims of abuse reinforce 
the acceptability of violence against them. In some 
countnes nitualized violence, including rape, is con- 
doned in certain circumstances. 

In the worst situations, physical and sexual 
violence against women are commonplace. Wars 
and armed conflicts, generally accompanied by 
widespread rape, now have the added risk of 


group, this can be a safe system — 


ants 
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Spread! 
- she: Hiv and stDs. The physical trauma of violent sex, often multi- 
ape, makes transmission particularly likely. Indeed, any coerced sex 


We gh 
eases the likelihood of micro-lesions in the vaginal mucosae which 
may then be entry points for Hiv. 


Blame and rejection 


Despite the realities of infection patterns, gender stereotypes allow 
women to be blamed for spreading HIv/sTDs.Men are often reported to 
be infected by sex workers or casual girlfriends, who may be castigated - 
by men and women alike, while less blame tends to fall on men than 
women who have multiple partners. Indeed, in some African and Asian 
cultures, it is believed that men must regularly release semen to avoid ill 
health. 

Although for both sexes alcohol con- 
sumption reduces a sense of responsibility 
and leads to risk taking, women are more 
likely to be criticized for this. Male drunken- 
ness is widely tolerated, men being excused 
for giving way to “natural urges”. 

Men in some societies may boast 
about sTDs because these show they are “real 


Married women in Palembang, Indonesia, 
who knew little about alps, associated it with “loose 
women” rather than believing themselves to be at risk. 
They believed that Alps was contracted through 
“sexual contact with the lower class of commercial sex 


men” who have sexual relations. For a boy workers” and that the high class had usually been 
growing up this may be part of his initiation protected from sos. They also said that AIDS comes 
into manhood. But for a woman the story is from “promiscuous women and multiple partners” [25] 


different; she is more likely to be looked down 
on as loose or unclean. In much of southern 
Africa, for example, STDs are derogatorily 
termed “women’s disease” and men blame BLAME AND REJECTION 
women for their infections. A doctor’s wife in 
Australia with pelvic inflammatory disease 
was told by her health worker that she should 


f herself: “ in your posi- 
gaa pe ae aa Ste a ining it because | still looked healthy, didn’t |? 
i 


>» Sylvia, The Netherlands: “| only dared tell my 
two sisters after a year. One thought | might be imag- 


If atv infection is discovered first in a My other sister felt it was my fault. If | had lived well, 
wife, perhaps because she is the first tested with a complete family [including a husband], it 
when a baby falls sick, she is readily blamed. wouldn’t have happened to me... My ex-partner told 
Her husband may refuse to be tested or, if others, too... Because people gossiped about me, the 
found positive, accuse her of infidelity to cov- vice police started following me; they had heard | was 
er his own behaviour. She may equally be whoring around and infecting everyone. Of course, 
blamed by other relatives, regardless of they couldn't prove that” 227], 


whose infection was discovered first. 

At the same time, the denial of 
women’s sexuality and the social assumption 
that they must be “pure” make it hard for 
women to acknowledge any other sexual 3 
experiences they may have had even before think those living with Hiv/Aios should never have sex 
marriage. To do so is to court divorce or <4 again. Of course, none us of living with the virus wants 
blame, even from female relatives. This to pass it on to others... We want to have sex for the 


>> Reina, The Netherlands: “When a person is 
infected with HIV, that does not mean that sex disap- 
pears from her or his life, even though some people 


blocks women from assessing their own risk same reasons you do: because we like it, to express 
and discussing risk behaviours and situations love, to gain consolation or security. In that, we are 
with their partners. Women living with HIV like everyone else” (28) 


(perhaps more so than men) are even expect 
ed to become sexually inactive. 
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Blame can also lead to institutionalized human nights violations, 
e.g., the compulsory screening of sex workers. Women carrying con- 
doms may be charged by police as sex workers; thus even when they act 


to safeguard themselves, this may backfire. * 


Lack of information 
Many women have poor understanding of their own bodies, mecha- 


nisms of HIV/STD transmission and their level of risk in unprotected sex. 
Many men also lack adequate information about their own bodies and 
tend to have even less information about women’s bodies and needs. 
Addressing these gaps in information and understanding is diffi- 
cult because many poor men, and even more women, have low levels of 
education and literacy and have little access to printed information on 
HIV/AIDS and STDs. Men are more often able to gain information from 
radio and television. Consequently, women hear about HIv/sTDs later 


COMMUNICATING CAN BE HARD 


Somchai, Thailand: “| want someone to 
talk to, but it is very difficult to open up. | can- 
not talk to my wife about this. She does not 
have much to say about it and rarely 
exchanges conversation with me. | don’t really 
know how she feels or what she really thinks. 
She is a very good wife but we cannot be 
friends” [3°], 


_ Woman, South Pacific: “| was aware my 
husband was having casual sex when not with 
me, but | was too ashamed to ask him to take 
precautions. | kept telling myself, next time. 
My advice to young mothers is, ‘Don’t ever 
wait for next time.’ Now | have big regrets. I’m 
so lucky that | didn’t have any more children 
after | was infected” [31], 


>» Inan African country, when Janet’s husband 
learned that she had HIV infection, he threw her out 
with their two small children. Janet’s father had died 
of Alps and her mother was sick but trying to look 
after Janet's seven younger siblings. The logical out- 


come was for Janet to return to her parents’ home 


and help. Her mother has since died, leaving Janet to 


and not infrequently have little or incomplete infor- 
mation about transmission. This may prevent them 
from assessing adequately their own risks. A female 
merchant in Senegal commented: “I don’t need con- 
doms because! am nota prostitute. I havea husband 
and children. It is rare that during my travels I fall to 
the advances of aman. When Ido, itis with someone 
I trust. I only choose to have sexual relations with 
men who are clean and visibly healthy, polite, and 
capable of respecting me. These men know me, trust 
me and know that they don’t need to use condoms 
with me” [29], 


Communication 

Poor communication between parents and children 
and between partners about relationships, male and 
female sexual needs and responsibilities exacer- 
bates risk. Youth as well as adults can be taught to 
discuss sex-related issues (health, needs, relation- 
ships); ideally, this should become an accepted 
norm. 


Family stress 

Women’s traditional family roles are arduous. Rural 
women in many parts of the world are primarily 
responsible for subsistence agriculture and, in rural 


A> 
care for all nine children. None are in school, all are 
malnourished. They live in one room, a corner of 
which is partitioned off and rented out to provide a 
small income. This, and what the older girls can earn 
from selling sex, keeps the family alive. No help has 
been forthcoming from Janet's husband nor from 
other relatives on either side. 
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the family may be devastating, 
with both parents and some- A nurse: “In many countries in Africa families admit they have 


times one or more children had to disrupt the schooling of the girl children; first, because they 
macoming ill and dying. Girls need another pair of hands to help them in caring for the sick, and 
may be withdrawn from school second, because the family resources are reduced and the little funds 
to look after then families, thus available go into meeting the basic survival needs of the family... 
increasing their economic, and They seem to see this as one big disadvantage of the home-care pro- 


social vulnerability when they 
grow up. The elderly also take up 
an increasing care burden when 


they themselves may be frail. 


gramme activities” [32], 


Young girls are kept from school to help 


Wit itt | ae with care, e.g., to get food and medicines 
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(Photo: Roel Burgler) 
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Elderly grandparents may face the AIDS makes decision-making about child-bearing, abortion and 
responsibility of raising their grandchildren breast-feeding much more difficult. Available services may or may not 
(Photo: Roel Burgler) provide helpful advice or be sensitive to the stress women face around 


these and other sexual health issues. In fact, women and couples may 
face humiliation and misinformation in the very centres and at the 
hands of the so-called professionals supposed to help them. 


Pung, Thailand: “It all happened with my first threatening. ‘You must abort the child’, she insisted. 
pregnancy when | had a blood test. The nurse asked My husband said it is probably better to abort the 
me some questions and finally told me | was infected child, letting go now was better than losing it when 
with the HIV virus... | brought my husband in for the child grew and became as lovely as our dreams. 
testing and he tested Hiv-positive... | remember cry- _ | was not sure myself but was in a state of shock. 


ing when both of us sat in front of the nurse. 
She asked us what we wanted to do with our unborn 
child. She suggested aborting the child and added 
that it would be free of charge. If | agreed to doso, 
| was also required to have a hysterectomy. 

| talked to my husband and we both agreed to 
have an ultrasound to see if our child was healthy. 
The technician said the child was healthy and strong. 
Then she looked at my xiv status and suddenly replied: 


‘No, no you cannot keep the child’; her voice was so 


| asked the nurse if | could have a sterilization that was 
reversible. She looked at me with surprise and asked if 
| still had hope for a cure. On the form there was only a 
hysterectomy so she wrote that | wished not to have a 
permanent sterilization operation. 

| had my child aborted, with a special deal: abor- 
tion with sterilization — free of charge. But | still don’t 
know what kind of sterilization lgot. | am not sure ifit 
is a reversible or permanent sterilization. | have no way 
of knowing what has been done to my own body” [33], 
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Home care 


In areas where the epidemic is already severe, particularly sub-Saharan 
Africa, hospitals cannot cope and much patient nursing is done at home. 
Numerous home-care programmes have been developed by church and 
Community groups or as hospital outreach programmes. AIDS service 
organizations provide counselling, material and practical help, spiritual 


support, nursing care and advice. Excellent work is performed by dedi- 
cated staff, yet coverage remains low, 


often under 10%. Visits from support * 
teams may be on a fixed and infre- 
quent schedule, and cost-effective- 
ness and sustainability remain serious 
concerns. The extra burden inevitably 
falls on the family, in particular on 


In other regions, such as Latin 


America, the Middle East and Asia drive her away. Yolanda sought refuge with her mother-in- 
some hospitals, clinics and social ser- law, but her daughter was sexually abused by a brother-in- 
vices do not provide care because staff law in that household. 


are still afraid to accept people with 


ination may also prevent families and 
community members from providing 
support. 

The growing orientation to- 
wards home care may, in fact, worsen 
women’s situation, particularly as 
men are often the first to become sick. 
The wife may have to nurse her husband while her own health deterio- 
rates, but the main expenditures are for his care. There may be no appro- 
priate care-givers to nurse her through her sickness. Rather than an 
excessive focus on home care, developing a continuum of care between 
hospital, clinic, local hospice and other community care is preferable, a 
strategy supported by WHO. This enables health workers at the local clin- 
ics, community health workers and neighbours to help when appropni- 
ate and when requested by the family. 

Men need to be motivated to assume stronger care roles in the 
family, both for the sick and in general around child care. Health and 
welfare concerns cannot remain women’s preserve. If this can be 
achieved, husbands may be less likely to desert women who are found to 
have Hiv and will write wills or otherwise provide for their families when 


they themselves are dying. 


Legal and human rights | 
At present, women’s rights in many countries are curtailed. They may 


have little right to land, to inherit property, even to keep their own chil- 
dren when their husbands die. AIDS throws these problems into scare 
relief because more women are being widowed at a young age and will 
themselves face an early death. Safeguarding their children’s future may 
be a desperate worry for these women, yet they may lack the means to 
provide for them without extended family support. In some re 
women are traditionally inherited by the deceased husband s brother. 
Their economic and social survival may depend on their acquiescence. 


ORE? 


ASPANE, in Mexico, helped Yolanda, 26 years old. 
She lived in a “house” of carton near a garbage dump ina 
Mexico City suburb with her 3-year-old son and 5-year-old 
ea daughter. When her partner died of ais and her neighbours 
discovered that Yolanda was also Hiv-positive, they tried to 


In desperation, Yolanda turned for help to a charitable 
HIV/AIDS. Stigmatization and discrim- organization for abandoned children. After proving that her 
children were HIV-negative, so that the organization would 
accept them, the Department of Social Welfare helped 
Yolanda to transfer custody of the children legally to the orga- 
nization. They went there when she died. 
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VIOLATIONS OF HUMAN RIGHTS 


ASPANE in Mexico helps Rosa, who contracted HIV from 
her bisexual husband. He abandoned her and their four chil- 
dren when he learned that she, too, was HIV-positive. Rosa’s 
in-laws blamed her for the Hiv infection and consequently 
refused to offer her any help or information about her hus- 
band, who went into hiding for fear of being made legally 
responsible for child support. 


Deborah in Uganda lost her husband to ADs and is her- 
self very sick. Her brother-in-law tried from the very begin- 
ning to inherit her, but she categorically refused so as not to 
infect him and his wife. He repeatedly told her he does not 
care that she has alps and is willing to take the risk of becom- 
ing infected. He harassed her for almost a year; when she held 
firm and refused, he cut off all financial support to her and her 
four children. Once she refused him, she was ostracized by the 
entire family and cannot rely on them for anything, even 
moral support. Now, he is trying to claim the land that his 
brother left jointly to them [34], 


“When life became difficult in her native village of 
Melamchi in the Nepali hills, Geeta moved to Kathmandu 
where she worked as a housemaid. When her cousin promised 
her a better job in a carpet factory in India, she jumped at the 
opportunity: ‘I didn’t realise that | was sold to a Nepali broth- 
el keeper in India until the lady told me to engage in busi- 
ness... | wept and wept. | was shocked to be sold by my own 
relative. | went mad. They admitted me into a mental hospi- 
tal. After a year, | was ultimately forced into prostitution. 
| never liked it — that was not what | had wanted. But you 
can't fight against luck and fate.’ 

_ Geeta was sent home with 200 Indian rupees (US$ 6.50) 
for her transport after she tested HIV-positive. Back in 
Melamchi, she found her mother had died and her father 
refused to take her back. Determined to begin a new life, she 
rented a liquor shop with her savings. The shop was successful 
until her Hiv status became known in the village — then busi- 
ness collapsed and she was forced to close down” [36]. 


>? 


On the other hand, after the death of a 
husband, women around the world 
may be disinherited by the husband's 
relatives, particularly if they blame the 
woman for his death. 

At another level, 
women’s confidentiality may be bro- 
ken with relative impunity leading to 
violence or desertion if their husbands 
blame them for infection. Meanwhile, 
women may not be informed of their 
partners’ HIV status. The night of part- 
ner notification versus strict confiden- 
tiality is being debated in many coun- 
tries and different policies are being 
developed. For women the outcome is 
particularly crucial as infection often 
enters the family through the hus- 
band. Uninfected wives could, in theo- 
ry, protect themselves but only if 
access to information is accompanied 
by the economic, social and legal 
means to take preventive action. 

The nights of women living 
with HIV to bear children or seek an 
abortion are hotly debated. A British 
woman living with HIV was angered 
and upset by accusations that her 
choice to have a baby was selfish as the 


married 


‘child risked infection or, if it lived, 


would certainly be orphaned fairly 
young [35]. In many developing coun- 
tries awoman’s status is highly depen- 
dent on motherhood; much more than 
in Britain it may be of greatimportance - 
to an HIV-positive woman to have a 
child. 

The issue of sex work also rais- 
es difficult legal and ethical problems. 
While soliciting remains illegal in most 
countries, sex workers remain vulner- 
able to abuse, are difficult to reach 
with HIV/sTD prevention and support 
programmes, and face increased stig- 
ma. Yet arrangements for sex work 
may involve minors, abduction and 
coercion; these aspects of the trade 
must be stopped. alps is giving rise to 
increased public outrage about these 
human rights violations. 

Another neglected area is the 
rights of homosexual women and men 
to social acceptance, child care, mar- 
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president of Gentlemen Alliance, in Nigeria '37!. “The stigma attached to 
homosexuality frightens away many who should be examined from 
going to doctors.” 

As with sex workers, legal rights for homosexuals and lesbians 
need to be strengthened and societal intolerance challenged if they are 
to cope better with Hiv and aips and not be driven underground. 


Structural patterns 


Economic policies widening the gap between rich and poor countries 
and rich and poor people within nations exacerbate the conditions for 
HIV/STD transmission. For example, economic structural adjustment 
programmes may have a negative impact on rural and urban poverty, 
national debt and trade relations. These policies hamper countries’ 
capacity to provide social, educational and medical support to affected 
families and communities, especially if food subsidies are cut and social, 
welfare and health expenditures are reduced. 
The epidemic hits hardest the developing world and the poor 
inner cities of industrialized countries, which are least able to cope. The epidemic hits hardest among the 
Furthermore, poverty increasingly has a female face: UNDP estimates — world’s poor, 70% of whom are women 


that 70% of the world’s poor are women. As prevention efforts are (Photo: Roel Burgler) 
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stepped up, communities’ abiliti 


es to cope must also be strengthened. 


Only through improving coping capacity will fear and stigma around 
alps be reduced, allowing prevention strategies to really work. 

Within this framework, empowering women and reducing gen- 
der inequalities are critical. The structural basis of gender inequality 
must be challenged by promoting personal attitude and behaviour 
change. Women must gain access to the education, training and 
employment they need to achieve sexual relations on equal terms and to 
control their risk of HI1v/sTDs. Cultural expectations that exonerate men 
from taking responsibility for health and welfare concerns must be 
transformed, along with the structural conditions of work, housing, 
migration, etc., that prevent this from becoming a reality. 
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- Woman, Zimbabwe: “My husband passed away 
from Alps when he was 35; he was ill for six months. 
He used to work as a general labourer in a big firm 
and only came home at weekends. We had eight chil- 
dren, but the last two both died. This leaves me with 
six children to feed. It is very hard. The two eldest 
have had to leave school to try and earn money, but | 
am trying to keep the youngest four in school. 

In the early stages of my husband's illness we 
could cope. It became difficult when he lost his job. 
We had to spend a lot of his savings on special food 
for him, and he lost his medical aid cover. | grow - 
maize and try to make money selling crochet work, 
but it is not sufficient. | cannot get a proper job — in 
these days it is even more difficult as a woman | 
because it is men who are expected to work. - 


Lea ES 7 


and will | pay me, a small pension for four r years, But he: 
had not worked there long so the amount is low. My 
husband’s brother is supposed to take care of us. He 


knows our problems but did not help at all during my 


NN 
~ 


husband's illness nor after his death. Now he wants to 
marry me, but | think it is in order to take my hus- 
band’s estate, not to help us. | am lucky because my 
husband left a letter instructing that his property was 
to remain with us and that | should not marry his 
brother in the traditional way. Fortunately, the head- 
man and the other village elders support this decision 
because they know that this brother did not help us 
when my husband was alive. Otherwise it would be 
very hard for me to refuse. | have to think of my chil- 
dren. But by refusing to marry | lose any hope of help 
from him. 

If | die, the oldest children will have to take care of 
the young ones. | cannot trust my husband's brother, 
and | do not think his first wife would treat them well. 


ae ¥ My: own two sisters cannot take the children because 


My husband’s workplace helped with the ant ~~ their! husbands will not allow this. Iti is not traditional 


“and they have their own families. The women take - 


~ care of the children, but it is the husbands who Bi a: . 


make the decision about this.” 
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share responsibilities? 


The goal of our response to HIV/AIDS and sTDs is to decrease vulnerabil- 
ity to infection, reduce stigmatization and discrimination and curb the 
epidemic’s socioeconomic impact. This will be best achieved through 
gender-based approaches promoting shared responsibility for preven- 
tion and care between women and men. 

Gender-sensitive strategies must address both short- and 
longer-term needs and goals. Short-term strategies may focus on peo- 
ple’s immediate needs in specific communities, including obtaining 
basic information about HIv/AIDs and sTDs, gaining access to sexual 
health education, acquiring condoms and obtaining back-up support for 
home-based care. 

Longer-term strategies are directed at underlying cultural and 
social structures. They aim to promote mutual respect between men and 
women and equal access to all types of resources. The goals of longer- 
term strategies include, but are not limited to: 

—~ changing ideas and social norms that keep women in an inferior 
social position 

~ achieving shared decision-making power between women and men 
at all levels: in relationships, community affairs, politi- 
cal and economic bodies, etc. 

-— creating structural changes to give women equal 


access to education, training and income-earning 
opportunities 

_  reallocating work responsibilities so that women and 
men share them fairly 

_ encouraging legalization of traditional marriages or 
unions where this would strengthen the rights of 
women to property, inheritance and children. 


Governments and NGOs are now beginning to integrate a 
gender perspective into their HIv/AIDS/STD programmes. 
Women living with uIv/aAIps are playing an increasingly 
important role in this process. Below, examples from pro- 
grammes around the world show how a gender-based 
response is being developed. The examples are randomly 
grouped in action areas. Gender-sensitive strategies must 
be developed simultaneously in all of them: 

creating a supportive and enabling environment 


To ensure wider development 

and implementation of gender- 
sensitive strategies, collective 
action is required. Women’s orga- 
nizations and networks can help 
by reinforcing such strategies, 
sensitizing and mobilizing women 
and men, and making linkages to 
other gender-based initiatives in 
society. Collaboration and coordi- 
nation between UN system agen- 
cies, governments and NGO net- 


works may further serve to rein- 


force gender-sensitive responses. 


If f cn 


facilitating access to information and services 
changing the way we think and act 
sensitizing and mobilizing men : 


combating discrimination 
developing gender-sensitive care and support 


living positively with HIV/AIDS. 


A SUPPORTIVE AND ENABLING ENVIRONMENT 


The social environment must enable people to achieve effective 
prevention and care. Policy, legal and human rights, economic, social, 
cultural and educational structures are needed that benefit women to 
the same extent as men. If such structures are developed, then women 
and men will have a much better chance to change the social norms and 
values oppressing them in their daily lives. Although structural changes 
take time to achieve, strategies must be developed to address them at 
the same time as grass-roots initiatives improve women’s daily life situ- 


ation. 


Increasing girls’ access to education and 
vocational training is an important part 
of a gender-based response 

(Photo: Roel Burgler) 


Structural measures 


Decreasing women’s economic depen- 

dence is an important step towards en- 

abling them to reduce infection risks 

for themselves and their families. A 

credit scheme established by the 

Grameen Bank and Bangladesh Rural 

Advancement Committee (prac), for 

example, enables rural women to es- 

tablish an independent income by of- 
fering them loans. The programme has 
enhanced women’s autonomy and 
self-confidence and led to increased 

contraceptive use 38), 

In addition to income-generating 
schemes, other structural measures 
are necessary. These include guaran- 
teeing women: 

- better access to schooling, 
vocational training and higher 
education 

- equalaccess toemployment and 
equal pay for equal work 

'- equitable access to social and 
health services 

- legaland human rights protection 
equal to that of men 

- better representation in political 
and economic bodies 

~ freedom from restrictive cultural 
expectations and practices. 


Political and community support 
Broad political and bureaucratic sup- 
port is necessary if governments are to 
implement the measures outlined 
above. This can be facilitated if NAPs 
are made intersectoral, involving not 
only the health sector but also min- 
istries and departments such as 
women’s affairs, education, labour, 
justice, agriculture, defence and social 
affairs. By creating links among these 
sectors, the HIV/AIDS epidemic can il- 
lustrate why women must gain greater 
access to education, paid employment 
and social services. NAPS can further 
mobilize support for a gender-based 
response by formulating policies that 
provide various ministries and NGOS 
witha framework for action. 
Governmental and NGO pro- 


grammes mobilizing communities to 
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INCORPORATING GENDER AND WOMEN'S 
CONCERNS INTO NATIONAL RESPONSES 


The first generation of National aios Programmes 
(NAPS) were gender neutral in their approach. Health educa- 
tion messages ignored gender disparities and roles in sexual 
and family relations. One and all were simply urged to “stick 
to one partner”, avoid casual sex, reduce the number of sexual 
partners or use condoms. 

As awareness gradually developed, NAPs started to 
address specific issues confronting women in relation to Hiv/ 
AIDS. The initial approach was to “mobilize women” through 
women’s NGOs as agents of health education and informa- 
tion. When concern arose about women’s heightened vulnera- 
bility to Hiv, interventions were developed to enable women 
to talk about sexual safety and condom use with their part- 
ners. This approach was criticized because it neglected men 
and the fact that men control the circumstances under which 
most women are exposed to risk or protected from infection. 

Analysis of gender disparities and women’s disadvantaged 
socioeconomic status is now being incorporated into national 
HIV/AIDS policies. The challenge is to integrate gender consid- 
erations into all aspects of programme development. 
Botswana’s National Information, Education and 
Communication Strategy for Hiv/AIDs Prevention places gen- 
der prominently among factors related to Hiv/sTD spread. 
Guidelines for gender interventions for men and women are a 
key component for district programme planning. By deter- 
mining how gender disparities affect women throughout their 
lifetime, interventions can be facilitated at community, school 
and workplace levels to ensure that girls do not grow into 
adults with increased vulnerability to Hiv/sTD infection. 

Interventions also need to take account of women’s 
responsibility for providing family and community care. 
Programmes developed by social welfare agencies, NGOS, 
employers, etc. should make provision for these responsibili- 
ties. Education and communication programmes should 
encourage sharing of domestic responsibilities and tasks 
between men and women. 

Only when countries address gender disparities squarely 
in their economic, political and social development strategies 
will incorporation of gender and women's concerns into 
Hiv/AIDS programmes have a sustainable impact. 


TSHID! MOETI, former Botswana NAP manager 
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“The most critical 
decision of my life was to 
reveal to representatives 
of Caribbean media that 
| had tested positive for 
the Alps virus. Coming 
face-to-face with a bat- 
tery of journalists was a 
nerve-racking experi- 
ence. | decided to impose 
this agony on myself in 
an effort to dispel some 
of the myths surrounding 
HIV-positive people... 
During my presentation, 
information that would 
usually be regarded by 
journalists as a ‘juicy sto- 
ry’ was instead treated as 
a moving commentary. 
On the admission of 
some of the journalists, 
my presence and com- 
mentary were edifying 
and represented their 
first opportunity to 
understand the plight of 
HIV-infected persons.” 


A WOMAN LIVING 
WITH Hiv 139], 
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CREATING A SUPPORTIVE ENVIRONMENT 


. 


When sex workers in Calabar, Nigeria, wanted their customers to 
use condoms, they failed to get support from the people who influ- 
ence their working conditions, such as hotel owners, managers and 
chairladies (head sex workers). The Cross River State Alps 
Programme (crsaP) therefore approached them on the sex workers’ 
behalf. : 

A special stp clinic was established to serve the women near their 
working sites. Collective actions were fostered to protect the sex 
workers’ interests. The hotel managers and chairladies began backing 
the women’s demand for higher fees and their right to refuse clients 
who wouldn't use condoms. fhe sex workers also were able to retain 
fees when clients attempted to renege on condom use. Harassment 
and extortion by security agents decreased, too. 

The women reported more confidence in handling problems with 
clients, hotel owners and the police. They also organized a self-help 
group called Nka Iban Uko (Women of Courage), which focuses on 
skills training and services for their children [4°), 


create conditions for effective prevention and care need expansion. 
Besides serving as a channel for information on HIV/AIDS and sTDs, the 
media can mobilize public support for gender-sensitive programmes by 
highlighting the effects of the epidemic on women. Media workers may 
also be enlisted to help create a climate tolerant towards those affected 
by orrespondingtouIv/alps. | 


Policy-making and agenda-setting 

To ensure broad-based support, all agencies and government ministries 
must add HIV/aIps and stTDs to their action agendas. In this way, 
alliances for policy-related advocacy as well as new initiatives will arise 
at the national and community levels: 

- After a national workshop in Malaysia where women were trained to 
organize HIV/AIDS awareness workshops, such meetings were held even 
in the most remote parts of the country. By linking women’s umbrella 
organizations, duplication of effort was avoided and time and money 
saved [41]. 

- In England, regional seminars were organized on the theme 
“Women, AIDs and the Future’ in collaboration with local women’s orga- 
nizations. Activities carried out by participants afterwards included: 
reporting on HIv/aIps to local organizations; planning similar seminars 
in their area; talking with men, family, friends and colleagues about 
HIV/AIDS; writing advocacy letters to government ministers; holding 
ae a ee with church groups; and writing articles for the 
press '421, 


- The Society for Women and aps in Africa (Swaa) raises political 
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RESEARCH 


Biomedical studies - e.g., on opportunistic infections in women 
and ways to reduce perinatal transmission (including through breast- 
feeding) - are increasing in scope but need expansion. More support is 
required for research on female-controlled methods to prevent HIV/STD 
infection, including the female condom. The current research priority is 
to develop microbicides, which appear to have great potential for accep- 


tance. Other important topics for a gender-sensitive research agenda 
include: 


barriers to female control over HIV/STD risks and ways to overcome 

them 

how young women and men define personal risk in relation to differ- 

ent types of relationship 

how men and women currently protect themselves against infection 

-~ barriers to female and male stp treatment and how to improve 
access 

- improving contact tracing forsTDs 

— the effects of u1v infection during various phases of a woman's life 
cycle (e.g., in relation to onset of menstruation and menopause) 

- the appropriateness of counselling messages and methods in meet- 
ing women’s and men’s specific concerns 

- partner notification, confidentiality and information sharing 

_ the division of labour concerning reproductive and productive tasks 

at the household and community levels and how these contribute to 

maintaining women in their current lower status and increase their 

burdens related to care. 


nNcos and research institutes have not waited for international leader- 


ship and donor funding to undertake studies in these areas. Research 
must be demystified so that more local organizations develop their own 
research agendas. Some of the most useful findings come from simple 
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Participatory action research by commu- 
nity members can explore differences in 
knowledge as well as use of information 
sources, traditional communication 
channels and inter-generational commu- 


nication. (Photo: Photo Bureau, kIT) 
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small-scale studies, especially when their results are linked directly to 
the implementing service agencies. x 

Exciting developments are taking place through participatory 
action research in which community members explore topics such as 
differences in knowledge and information sources for boys and girls, tra- - 
ditional communication channels used by women and men and inter- 
generational family communication. The findings indicate how educa- 
tional programmes can be better structured and channelled. 

Dissemination of research results urgently needs expansion. 
This can be facilitated by linking researchers and NGOs. The 
International Center for Research on Women (USA) worked with 
Comprehensive Health for Women (siPAM) and the Programme in 
Gender Studies of the National Autonomous University in Mexico to doc- 
ument and analyse their studies and programmes on women and AIDs. 
A forum held to discuss the results with NGOs, researchers and govern- 
ment institutions resulted in the formation of a permanent researcher- 
NGo network [43], 

Establishment of “inter-country” projects is another approach. 
For example, FEIM in Argentina and the Movimiento Paulina Luisi in 
Uruguay together planned action research and an intervention to 
increase gender awareness and prevention possibilities for poor and 
lower middle-class women |#41. They then compared their findings, iden- 
tifying concerns that are country-specific and broader in scope. 

Donor organizations can contribute to dissemination of 
research findings by funding the publication of research reports and 
researchers’ participation in national and international meetings. Many 
UN agencies have distribution channels that might be expanded to 
include dissemination of studies carried out by governments and NGos. 


FACILITATING ACCESS TO INFORMATION AND SERVICES 


Information dissemination 

Printed materials can be improved by involving women and men in cre- 
ating more appropriate messages and materials that address their spe- 
cific concerns. Funding is also needed for translation of texts into local 
languages to allow greater access to printed information. 

Including HIv/stp information in a variety of health pro- 
grammes, such as mother and child health and family planning, reaches 
more people. The Guatemalan Association for the Prevention and 
Control of aiDs conducted educational sessions and small-group work- 
shops on health and sexuality, self-esteem, partner communication and 
communication with adolescent children for women waiting at antena- 
tal clinics [45], Fears that discussions about HIV/STDS would cause the 
women to worry, increasing their stress levels during pregnancy, 
appeared unfounded. On the contrary, women reported that they felt 
relaxed and less apprehensive in talking about condoms, infidelity, stps 
and ADs with their partners. More than half of those interviewed post- 
partum said they shared written materials with their partners. 

Information channels other than health services are also avail- 
able. Traditional community counsellors, women and men’s associa- 
tions, church-based groups, sports and recreational clubs provide entry 
points for individual and group educational sessions. Other possibilities 


CAN WOMEN AND MEN REDUCE RISKS &* 


REACHING OUT TO WOMEN 


Both existing and new communication channels can 
be used to reach out to women and girls. 


TRADITIONAL ASSOCIATIONS - 

The Cheikh Anta Diop University in Senegal 
mobilized members of a well-respected women’s asso- 
ciation, the Dimba, to help organize community edu- 
cation sessions. Dimba membership is restricted to 
women who coped well with difficult circumstances, 
like infertility problems, repeated miscarriages and 
adopting orphans. They are influential because their 
members have thorough knowledge of women’s and 
infants’ illnesses. The University also worked with 
women of the Laobe ethnic group, who provide 

_ advice about reproductive health and sexuality. 
Laobe women are traders who make and sell products 
designed to enhance sexual pleasure; they were per- 
suaded to sell condoms as an erotic product [9], 


ADOLESCENT GIRLS 

World Vision designed a sex and family education 
programme for low-income adolescent girls in 
Bombay, India. The girls had little information about 
reproduction and almost none about Hiv/stbs. They 
seemed trapped ina “culture of silence” that did not 
permit them to voice their opinions, feelings or con- 
cerns on any issue. | | 

Parental and community support were 
essential to permit the girls to participate (e.g., 
providing child care for younger siblings). A com- 
munity AlDS/STD awareness programme was 
therefore implemented, including meetings with 
mothers, teenage boys and young men, and a 
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street play dramatizing women’s status at different 
stages in life. The meetings stressed the value of edu- 
cational interventions for the girls. 

Topics discussed with the girls included: being a 
woman, female puberty, sexuality, sexual exploita- 
tion and harassment, health problems (with specific 
reference to HiV/sTDs) and the development of an 
action plan to protect oneself against infection. The 
programme had to encourage the girls to talk. As the 
sessions progressed, they became more self-confident, 
freely voicing their opinions, suggestions and criti- 
cisms. The feedback was very positive, with the girls 
asking for more sessions [46], 


WOMEN PRISONERS 

“My partner used a condom because he saw the 
signs on my arms. That hurt me. Now | know some- 
thing more about alos and | have changed my mind: 
| think that he did the right thing because both of us 
ran less risk.” This comment came from a participant 
in the “Women, alps, Information” Project at the 
women’s prison Le Nuove in Turin, Italy. 

The 3-month project was initiated at the prison- 
ers’ request. The project team helped the women dis- 
cuss HiV-testing, how to reduce infection risks and 
how to live with seropositive persons without fear or 
rejection. The women then developed a story that 
could be used as the basis for a video. 

The intervention enabled the women to share their 
experiences as equals and realize they were capable of 
carrying out such a project. They began discussing the 
possibility of having relationships with other groups 
working on Aids both inside and outside prison [47], 


include labour and trade unions and groups participating in agricultural 
and small-enterprise projects. Training peer educators or proved par- 
ticularly effective among women from various nag pe life. si have 
further explored ways to reach women whose mobility is restricted, e.g., 


girls living in slums and female prisoners. 


Reorientation of services ‘a | 
aps, local governments and NGOs are reorienting services to better 
NAPS, 


meet the needs of women and men. They are providing information and 


Reorientation of services is required to 
better meet the needs of women and men 
(Photo: Roel Burgler) 
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condoms to men and women at sites they regularly visit (e.g., clubs, 
cafés, hairdressers). Clinics are being located where people live (e.g., STD 
clinics located in sex worker districts, mobile clinics). This enables peo- 
ple to acquire what they need without much effort. 
- Aprogramme in Haiti, which sells condoms in places where women 
feel comfortable buying them, aims to give women skills in negotiating 
social and cultural barriers to condom use. Product packaging is discreet, 
with advertising stressing women’s right to control their sexuality !48), 
- Government and Ncos in Calcutta, India, have increased female sex 
workers’ access to sTD services and health care for their children by 
opening a general health clinic in a local youth club. The clinic runs dur- 
ing the day and the club at night. Peer educators participate in outreach 
activities [49], 
- The Filipino Nco Kabalikat provides comprehensive services to 
female, male and youth sex workers by training peer educators, running 
a drop-in centre, offering short-term shelter and nutritional support and 
providing medical and residential care to those who need support [5°], 
- InColombia, PROFAMILIA runs male family planning clinics, empha- 
sizing that family planning is a right. The men are offered general coun- 
selling, STD/HIV diagnosis, vasectomies and a free hotline. The pro- 
gramme has resulted in more early consultations related to sTDs and 
increased condom use/S'"), 

These types of programmes need to be replicated, along with 


increasing efforts to make the female condom and spermicides more 
accessible and affordable. 


STD diagnosis and treatment are of special importance since sTps 


increase vulnerability to Hiv. Because most stp diagnostic tests are too 
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costly « - 
¥y OF require equipment unavail- 


able at the Primary health care level, 
WHO recommends syndromic man- 
agement based on the identification of 
collections of stp signs and symptoms 
(syndromes). Any woman presenting 
with a particular syndrome is treated 


for all stp infections commonly asso- 
ciated with th ‘ . ) : 
ose symptoms. ee . 

To increase the accessibility 

and acceptability of stp services, 
stigmatization and the negative atti- 
tudes of staff must be reduced. Contact 
tracing procedures guaranteeing con- 


fidentiality also need further develop- 
ment. 


CHANGING THE WAY WE 
THINK AND ACT 


Programmes can facilitate com- 
munity exploration of how gender is 
related to prevention and care by ad- 
dressing the following kinds of question: 
~ Beliefs: how can people be assisted 
to re-examine ideas related to HIVv/ 
AIDS/STDs and sexuality which hinder 
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prevention, e.g., men need to release 
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semen to stay healthy, women must 
receive semen to promote an unborn 


baby’s growth? 
— Relationships: how are relationships defined, e.g., what kind of con- —_— In Mozambique, sto treatment is 
tact do the partners have in casual, regular and other types of relation- _—_de-stigmatized by showing it is for all 


ship? What makes a relationship good? Who usually makes decisions in community members. 
relationships? What circumstances in relationships increase or 
decrease risks of H1v/sTD infection? 

_— Sexuality: why, with whom and in what circumstances do women 
and men engage in sex? What needs and desires do women and men 
have regarding sex and what do they understand of each other’s needs? 
What types of sexual practices and needs are or are not considered nor- 
mal and why? How do various aspects of sexuality affect risks of HIV/STD 
infection? 

_ Power between women and men: how should power relations between 
women and men be changed? How can women gain greater control over 
their lives and situations contributing to their risk of HIVv/ 
stp infection, e.g., condom use, types of sexual activity, extra-marital 
sex? 

_ Care and support: who provides what types of care and support 
to family members and needy people in the community? Why is care- 
taking divided between women and men in a particular way? What 
needs to be done to ensure that women and men both participate active- 


ly in providing care and support? 
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ON IT 
CREATING GENDER AWARENESS AND BUILDING SKILLS TO ACT 


x 


sexuality and behaviours affecting women. They 
organized seminars for more than 600 women, 
through churches, hospitals and health centres, to 
stimulate extensive community discussions about 
female sexuality and gender roles. As a result, the 
traditional initiation ceremony for girls was revised 
to include information on reproductive health and 


Around the world, communities are becoming more 
conscious of gender issues and acting to address 


them: 


Women, Children, Citizenship and Health 
(MCCS), anNGO in Sao Paulo, Brazil, recruits 
women for sensitization workshops from mothers’ 


clubs, unions, political parties, professional associa- Hiv/sTos [54], 
tions, community groups and feminist organizations. 
MCCS adapted its approach to safer sex when it was In Mali, a primary health care project 
recognized that family planning programmes have (ssP-Ségou)and programme focused on improving | 
emphasized use of “long-term” and “inexpensive” women’s status (PROFED) generated discussions on 
methods, such as sterilization and the pill. Barrier gender and sexual health among the general commu- 
methods, such as condoms and spermicides, are nity and young women in particular during a needs 
frequently identified as inefficient, inappropriate for assessment study. To break down barriers against dis- 
lower-income groups and too complex for use by un- cussing sexuality, they developed a drama with the 
educated persons. MCCS encourages women to think _ villagers about a woman who has problems giving 
about contraception in relation to HIV/sTDs in the birth. It was acted out for the entire village, following 
broader context of their overall health [52], an introduction by a male village leader concerned 
about women’s situation. The audience became high-. 
Julliet Awino, a widowed mother in Uganda, ly involved, worrying about the sick woman and giv- 
stars in “Strings Attached”, a play portraying her ing advice to the husband. In this climate male and 
personal experience with HIv/alps. It emphasizes female researchers could address all kinds of topics 
practices that undermine women’s role insocietyand. fromthe perspective of both sexes. Some previously 
the home, making them vulnerable to Hiv transmis- taboo subjects, like the negative consequences of 
sion, such as: male pre- and extra-marital sexual female circumcision and sexual violence against 
activity, hostility from in-laws who blame wives for women as a risk factor for HiV/AIDS, were dealt with 
family problems, abandonment without rights and publicly for the first time. The group discussions were 
property ifa woman refuses sexual “ritual cleansing” geared towards analysing the villagers’ problems and 
when she becomes a widow.’ The drama has con- mobilizing them into action. The first step was to 
tributed to an increase in people writing wills to re-establish a village pharmacy [55], 


regulate inheritances [53]. 


In Kala bo, Zambia, women aware that g irls in ' Ritual cleansing is a custom among some African cultures wherein the spouse 
their area were especially vulnerable to Hiv formed a of a deceased man or woman has sexual intercourse with a member of the 
: spouse's family in order to allow the dead person's spirit to attain rest: it also 
committee to focus onc ommunal attitudes towards - ensures that the spirit will not bother the surviving spouse. 


Participatory group methodologies increase awareness and motivate 
adults and youth to devise solutions to the gender-based problems they 
identify. Skills building needs to be an important component of such 
approaches so that women and men learn how to talk about sex and 
relationships, resist pressure from peers and partners to engage in 
unwanted practices and stand up for their rights (e.g., resisting service 
providers’ pressure to have an abortion or sterilization). The capacity to 


practise such skills is based onasense of self-worth, a perception of one- 


self as capable and assertive. Examples of approaches that build self- 

esteem and gender awareness include: 

_~ using drama and visual arts to help women “discover” their abilities 
and talents 

- role-play (e.g., to develop safer sex negotiation skills) 

_  yocational training and education (e.g., production skills, relating 


skills, managing skills) 
_ peer education programmes. 


Changes in attitudes need to begin in childhood. Although parents are 
ed to play the primary role, in many societies talking about sexu- 


expect are eS ol 
d issues between parents and children is difficult. A study 


ality and relate i ae 
in Zimbabwe, for example, found that parent-child communication 1s 


severely limited, especially in the case of fathers, who are often absent, 


emote and moody Is6] Research in Mexico showed that adolescents 
r 


want more communication about sex with their parents than they actu- 


lly have. Obst acles included parental time/work constraints, not being 
ally he = 
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Community work is helping women and 
men explore gender issues through exercis- 
es which “map out” risk situations in their 


villages (Photo: Roel Burgler) 


Changes in attitudes must begin in 
childhood (Photo: Roel Burgler) 


able to reach agreement, lack of trust and knowledge and embarvass- 
ment |57]. Such studies indicate that parents want help to improve their 


ability to communicate, for instance, through NGo and church training 
activities for couples. 


When questioned, many parents indicate they are willing for others to 
deliver prevention messages to their children as long as they are 
informed about the content. Media campaigns can help create a sup- 
portive environment for this. NGos and schools can offer courses and 
activities for schoolchildren and out-of-school youth that explore gen- 
der relations, values, sexuality and related issues. Stressing the effects of 
positive as well as negative peer pressure is an important component of 


such programmes. As few teachers and youth workers have been trained 


to deal with such subjects, organizations such as UNICEF, WHO and 


UNESCO, as well as NGOs, are assisting governments to develop appropri- 


ate materials and training programmes for them Training of youth peer 


educators has also shown promising results 
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HELPING YOUNG PEOPLE 


Two programmes in Asia and Africa are teaching 
young people the skills needed to insist on safer sex. 
One programme focuses on pre-marital abstinence 


and fidelity within marriage and the other on 
condom use. , 


Care International 
in Kenya promotes 
respect for girls 

in a publication for 
schoolchildren 


In Africa, Aid for aips fosters the creation of 
positive self-images among boys and girls, emphasiz- 
ing respect for girls. “It’s great to be a girl” is an atti- 
tude crucial for boys and girls to absorb. The pro- 
gramme uses drama, role-play and discussions to 
teach young people how to resist peers who try to 
make them do things they don’t want to do. The idea 
of positive peer pressure is promoted through Anti- 
alps Clubs, in which friends help one another stand 
by mutually agreed behaviours, €.g.: 1) We will make 
friendships with lots of other boys and girls more 
important than “pairing off’. 2) We will commit our- 
selves to avoid sex before marriage. 3) We will espe- 
cially help and care for any of our friends who have 


Hiv infection. 


The University of Chiang Mai in Thailand devel- 
oped special materials for young female factory 
workers. Research had shown that a lack of commu- 
nication between women and men, reluctance to dis- 
cuss condom use (“men’s business”) and misconcep- 
tions about moral goodness and aips(if someone 
looks and acts good, they are perceived as Hiv-free) 
were major obstacles to prevention. Two booklets 
with discussion starters addressing these factors are 
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used by female peer educators trained to facilitate 
group discussions and lead group activities. 

A romantic illustrated novel shows the conse- 
quences of not discussing sexual behaviour. It tells the 
story of factory worker Lamyai, who falls in love with 
Tong Dee. Because he is good, she doesn't ask about 
his past. Despite warnings from a co-worker, they 
have unprotected sex. When Tong Dee enters military 
service to earn money for their marriage, he is tested 
and found Hiv-positive; Lamyai also has the virus 


and, after working on for a few years, eventually dies. 


Menahem eon.-- 
Waicoue 
paid WOKEN 


A Thai comic book uses humour to persuade young women 
to discuss condom use 


To demonstrate what girls can say to negotiate 
condom use, a humorous comic book focuses on a 
young woman named Jon Di. Before she leaves to 
work at the factory, Jon Di prays to the Spirit of Good 
Health: “Please turn something near to me into a 
living thing — to be my friend — to protect me when 
| go to Chiang Mai.” The Spirit does so, producing 
Brother Protector Condom, an invisible flying con- 
dom. The Spirit promises that if Jon Di and Brother 
Condom save five young women from aips, she will 
make Brother Condom into a real friend. Jon Di com- 
pletes the assignment successfully, whereupon the 
Spirit changes Brother Condom into a young man 
with a condom head. After protest from Jon Di, the 
Spirit makes him a completely human companion. 


DAVID CUNNINGHAM, Zimbabwe, 
KATHLEEN CASH, BUPA ANASUCHATKUL and 
WANTANA BUSAYAWONG, Thailand 
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An nap campaign in St. Vincent and the 
Grenadines urged parents to accept 


condom use for teenagers 


Comics published in African newspapers 


urge men to protect their partners 


CONDOMS, /? DO You 
REALLY Love YOUR 


ENLISTING INFLUENTIAL MEN 


The Thai Health Project for Tribal People (HPT?) has trained 
influential male community leaders as health educators for isolated 
hill tribe communities. The headmen, who also act as village counsel- 
lors, already have the respect, position and credibility necessary to 
promote new information. They are also experienced in talking to 


large groups. 


The training seminars include practice teaching sessions. One 
headman, for example, used a picture of a young girl being sold into 
sex work to talk about the man who had taken her away and what 
happened to her once she was in town. HPTP teams visit the headmen 
several months after the seminars to ask about any problems they 
have using the materials and what is going well. 

Knowledge changes are occurring in villages taught by the head- 
men. In one tribe, the initial survey showed that 85% of the people 
had heard of aips, but none understood that it could be transmitted 
from mother to child. After teaching by the headman, 98% of the vil- 


lagers understood this. 


LORI ROWE, Thailand 
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PARENTS! - 


“WHEN YOU CAN’T PROTECT TH 


SENSITIZING AND MOBILIZING MEN 


Men must be sensitized and mobilized to a greater extent for an 
effective response to HIV/AIDS and sTDs. Since men occupy most posi- 
tions of influence, their participation in advocating gender-sensitive 
policies and programmes is essential. 

. Some men are, of 
course, already aware in this re- 


| LOVE MY. WIFE THAT & WHY 
\ ABK FOR 
CONDOMS...! : 


gard. Others, however, have not 
yet thought about the factors 
placing women at a disadvan- 
tage. A Filipino NGO, HASIK, has 
developed a gender training 
programme for male staff in 
various types of organization to 
address this [58 Through 
games, exercises, song, dance 
and discussions, the men artic- 
ulate their own ideas about why 
women are oppressed. Then 
they address how to change the 
institutions that determine gen- 
der roles, concluding with the 
formulation of action plans 
which help the men translate 
what they have learned into or- 
ganizational/professional goals 
and schemes. 

The collaboration of vil- 
lage headmen, male religious 
authorities and businessmen in 
educational interventions and 
home- and community-based 
care is most important. They act 
as role models for the commu- 
nity and can set the example for 
acceptance of “new” ideas con- 
cerning men’s and women’s re- 
sponsibilities in preventing HIV 
transmission and coping with 
AIDS. 
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ADDRESSING MEN'S PREVENTION CONCERNS 


Two projects in the Asia/Pacific region have demon- 
strated how men’s specific concerns around Hiv/stp 
prevention can be addressed: 

e 

The aios Research Foundation of India (ARFI) 
works with sex-worker clients in Madras, emphasiz- 
ing the health benefits of condom use. Truck drivers 
keep condoms in their trucks to fix radiator hose 
leaks. ARFI used this practice to start small groups 
talking about how “leaks during sex” can be fixed. 
Condoms are provided through transit-stop shops, 
where they are sold together with items men fre- 
quently buy. The truckers also receive key chains con- 
taining a compartment for a condom. Since most of 
the transit-stop teashops play music, a cassette on 
safety (both on the road and at roadside), “It’s all in 
the rubber”, has been distributed with funds froma 
truck tyre manufacturing company. 

Peer opinion leaders tell port/dock workers a sto- 
ry about a man who practises safer sex. To reinforce 
the message, posters on condom use are displayed in 
wine shops and barber shops, where the dock workers 
read the evening newspaper. Some men have been 
recruited as condom depot holders; a dispensary at 
the port provides free sto services. Short street plays 
reinforce the safer sex message. Since the programme 
started, condom sales have increased at the transit- 
stop and port shops [59]. 


The Heterosexual Men’s Project in New South 
Wales, Australia, conducted focus-group discussions 
with building workers aged between 17-60 years to 
determine what was important to them in preventing 
Hiv prevention. The groups comprised men from 
English- and non-English speaking backgrounds and 
included single, divorced, separated and single men, 
men in long-term relationships and fathers. Two 
issues highlighted by the workers were the role of 
alcohol in promoting unsafe behaviour and difficul- 
ties in communicating about sex with women. 

Based on the men’s suggestions, a campaign was 
designed using messages on beer coasters and toilet 
stickers in pubs and clubs. The beer coasters used 
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Beer coasters (mats) in Australia use humour to challenge 
male sexuality myths 


“themes” to demystify safe sex and challenge some 

male sexuality myths. The toilet stickers aimed to 

facilitate discussion of condom use between men and 

women by providing humorous ice breakers. 

Billboard, bus and magazine advertising messages 

addressed the link between stDs and HIV/AIDS. 
Evaluation showed that 50% of the men familiar 

with the campaign saw it as personally relevant: 19% 

of those who had read the beer coasters and stickers 

said they were helpful in providing conversation 

starters on safe sex with their partners; 27% said it led 

them to discuss this with their colleagues. Generally, 

the campaign messages were best recalled by men 18 

to 24 years old, single men and condom users. Recom- 

mendations made for future campaigns included: 

— _ tailor messages to emphasize that condoms pro- 
mote health rather than prevent disease 

— employ humour to challenge aspects of male cul- 
ture that do not support safer behaviour 

— develop dynamic and flexible approaches to 
address men’s sexual health needs in the context 
of changing life roles 

— use medical centres, youth services and sexual 
health centres to provide information and 
resources 

— use the media, particularly men’s magazines, to 
support sexual health education 

— locate future campaigns in venues where alcohol 
is consumed such as clubs and pubs ©), 
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HAVING Sex Tonicnt ? 


Has your girlfriend read the 
Sear in the women’s toilet? 


to 
The one about how hard it is 
start talking about safe sex. 


This sticker might help 
break the ice. 
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Authorised by Family Planning NSW. 
Funded by NSW Health Department. 


Wall stickers in Australia aimed to help Information and behavioural change programmes specifically 
men address HiV/sTD prevention with targeting men and boys need replication. Objections that men are hard- 
their female partners to-reach have been disproved by experiences worldwide. Men can be ap- 


proached through workplace programmes at businesses, factories and 
settings such as military compounds. Others are targeted by interven- 
tions for sex workers’ clients, school-based programmes and activities 
carried out through churches and recreational groups. Strategies aiming 
to help men examine current male and female social roles and the bene- 
fits of changing these in relation to HIv and stDs need more develop- 
ment. 


COMBATING DISCRIMINATION 


Women and men living with HIv/aIps, their families and people 
negatively associated with the epidemic (e.g., homosexuals, sex work- 
ers, street-children, migrants and foreigners) still face stigmatization 
and discrimination. Combating this is an important public health strate- 
gy. If people are to engage in safer sex, they must feel confident that they 
will not be abused or abandoned by their partners. If potential care- 
providers condemn those living with the virus, adequate care and sup- 
port cannot be given and the burden of care will be borne by a few. 

One of the reasons why stigmatization arises is that AIDS pro- 
grammes appear to suggest that some categories of people (e.g., gay 
men, sex workers and migrants) are more likely to get aps than others. 
This may be partly true from the epidemiological perspective but NAPS 
need to present the epidemic to the general public in a way which does 
not reinforce such perceptions. 

Educational messages can emphasize the need for solidarity 
with those who are discriminated against. A first step is to explain how 
HIV is and is not transmitted, debunking myths and associated fears. 
These messages can be communicated through printed materials, 
newspaper and magazine articles, radio and television programmes, 
community education sessions, hotlines and word of mouth. Health 
workers should be taught the principles of universal precautions that 
should apply to blood and body fluids from all patients, not only those 
they know or suspect to be nIv-infected. 

Personalizing the epidemic also works well: when people tell 


Tree ae 
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their stories, they provide concrete examples 
rather than distant images of “alps victims” 
or “HIV carriers”. The first woman to speak 
out publicly in the Philippines greatly in- 
creased the impact of the NAP campaigns, 
helping raise the general public’s awareness 
in @ positive way. Persons living with HIv are 
often in the forefront of actions to challenge 
discrimination. A woman working for a care 
agency in Canada, for example, sued her 
employer after she was dismissed because 
her serostatus became known. She won her 
Case, simultaneously giving other seroposi- 
tive women encouragement to stand up for 
their rights (61), 

NGOs can play a useful “watchdog 
role” regarding human rights violations. The 
International Gay and Lesbian Human Rights 
Commission, for example, publishes an 
Action Alert bulletin to publicize discrimina- 
tion and stimulate responses to specific abus- 
es. Amnesty International and many NGos 
document discrimination cases so that these 
can be brought to the attention of the govern- 
ment and press. Lobbying for changes in dis- 
criminatory laws and the passage or endorse- 
ment of protective ones (e.g, the uN 
Convention for the Elimination of All Forms 
of Discrimination against Women) is another 
important action area. Many NGOs also pub- 
lish HIv/AIDs rights charters and refer persons 
suffering discrimination to legal services so 
that they can pursue their rights. 

Further work must be done to change 
customary and written laws so women have 
legal recourse in cases of abuse, loss of main- 
tenance and discrimination over inheritance. 
Many women are unaware of their rights and 
don’t know that they are legally protected 
against certain abuses. This knowledge gap is 
slowly being filled by lawyers’ groups and 
ncos worldwide through “legal literacy” pro- 
grammes, making the law —— to 
women and promoting their capacity to 
understand and assert their rights [62], 


DEVELOPING GENDER-SENSITIVE 
CARE AND SUPPORT 


A first step towards making care and 
support systems more sensitive to the specif- 
ic needs of women and men is to re-evaluate 
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PROMOTING LEGAL LITERACY 


»» “Ugandan women have almost the same rights as 
men according to the law books, but in reality tradi- 
tion rules”, says Winnie Sekadde of FiDA, a legal aid 
organization for women in Uganda. “It means for 
example that they have no right to property and 
income.” 

The Hiv/AIDS epidemic has presented FIDA witha 
growing number of cases regarding property and suc- 
cession rights, although maintenance money is still the 
biggest issue. “Women get into trouble when their 
husbands die because of the gap between traditional 
customs and official laws. Women in rural areas are 
not aware of the written laws. Even if they are, the 
pressure to comply with tradition is enormous.” 

According to the traditional customs, when a 
woman marries, her father receives a bride price from 
her husband. She then belongs to her husband's clan. 
She must take care of his household and work his land; 
any earnings go to her husband. “Women are econom- 
ically and socially completely dependent on their hus- 
bands,” Sekadde says. “If a man dies, she loses every- 
thing to his clan, even the right to custody over her 
children.” 

According to written laws in Uganda, women 
have a right to their own income and a small inheri- 
tance. In practice, however, women almost never get - 
this. The amount is divided if a man has more than one 


wife, which is common in Uganda. Other family mem-._ 


bers can also claim possessions. In case of doubt, ss 
judges may also fall back on customary law, often to ; 
the detriment of women. FIDA is therefore lobbying for 
a women-friendly law, with fewer opportunities for 
interpretation by judges. 

Because not many women know about laws, FIDA 
educates them through village seminars, radio and tele-. 


vision programmes and newspaper articles. FIDA has 


To make pupils aware of these problems, FIDA per- ~ ) 
‘© forms education theatre at schools (63), 


i ey .. 
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also formed a team to persuade villagers to write wills. 


ae Cases relating to sexual abuse of children are 
increasing. Children are regarded as “safe partners” 


because generally they are not yet infected. Girls have -°~ 


been abused by grandfathers, uncles and teachers. . 
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LIGHTENING THE BURDEN OF CARE 
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policies and assess whether they are gender sensitive. Training pro-. 
grammes for care-providers and counsellors need adaptation so that, for 
example, they respect women's wishes and needs regarding pregnancy, 
breast-feeding, abortion and sterilization and deal with the potential 
negative consequences of testing women but not their partners for HY, 

Follow-up counselling and support for women and men living 
with HIV/AIDS requires expansion. Social and legal assistance must be 
available even when people cannot pay. Women’s lack of money wors- 
ens their burden when they care for family members and yet lack care 
for themselves, especially if the husband dies first. Seropositive women 
especially need ways to generate an income despite suffering periodic 
bouts of illness: “When my husband died of arps, I found it difficult to 
make ends meet. I decided to grow tomatoes, but did not have enough 
money to start the project. When I had almost given up hope, I got into 
conversation with some women in my village who were in a similar situ- 
ation as myself. One of them suggested we pool our resources to support 
one another. The plan worked out quite well. 1am now able to take better 
care of myself and my family. Our group’s plan also ended up being an 
inspiration to other women in the village” (Tanzania) |©4], 


+» Communities in sub-Saharan Africa recognize *> The University Teaching Hospital in Zambia used 
that as more households are affected by the epidemic, __ to test children suspected of being HIV-positive, then 
community life suffers unless affected women and gave the test results only to mothers. Fathers who 


children are supported in coping [5]: 


later learned their children were Hiv-positive blamed 
the mothers and refused to be tested themselves. 


»» In Rakai District, Uganda, men developed an swaa helped change this policy. Now, when children © 

income-generating project to help them Support 26 ~ — show clinical symptoms suggesting HIV infection, the 
coca rbhaned due to Alps. They registered as an parents are called together for counselling and both~ 
association and received training and a loan from the . Parents and. cl r id are tested simultaneously. The test _« ra 
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first season, the association harvested nearly 25 litres “tional counselling. This process has reduced blaming °..-- 


of honey to raise funds needed to help them intheir .°. and tension between spouses. * 3: sf: 1a Ecos ad 4 


role of care-takers. 
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Because much of the care and support for people affected by 
HIV/AIDS now falls on women’s shoulders, a major task is to find ways of 
lessening women’s extra workload. One way is to provide help with 
home-care nursing. In south Thailand, nurses are assisted by La Trobe 
University (Australia) in sharing skills with village women so that they 
can manage those sick with infectious diseases (including HIV/AIDS and 
STDs) more effectively and efficiently [€41, 

Analysis of successful programmes is needed to determine what 


it is that motivates people (especially men) to volunteer their time, ener- 
gy and resources to community- and home-based care and support. 
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Men’s collaboration in Aips care needs 
further encouragement (Photo: Roel 
Burgler) 


Insights then need to be shared widely so that new initiatives can benefit 
from them and volunteer support can be maintained long term. 


LIVING POSITIVELY WITH HIV/AIDS 


Women and men around the world often feel isolated when they 
learn of their diagnosis. Women especially have difficulties in contact- 
ing peers in the same situation. Yet this provides great psychological 
benefits: “When the woman at the clinic said, ‘Would you like to meet 
another woman with HIv?’ and gave me her phone number, I couldn't 
wait to get home... As soon as I met her, it just changed my life. I realized 
I hadn’t done anything wrong, I wasn’t a criminal... We’ve formed a 
women’s group... I can talk about problems that have happened. Notjust 
to do with HIV... Just supporting each other, having good fun, having a 
laugh” (England) !°71. 

Associations of women living with HIv/arps are helping partici- 
pants find ways to cope. They also give the epidemic a human - and 
female — face when their members speak out on how HIv/AIDs affects 
them. In 1992, the International Community of Women Living with 
HIV/AIDS (IcW) was created at the International Conference on AIDs in 
Amsterdam. Since then, this coordinating body has provided women 
most directly affected by the epidemic with a voice at global and regional 
levels. Through a network of worldwide representatives, they provide 
policy input to UN agencies. . 

1cw has also inspired the formation of associations of seroposi- 
tive women in many other countries. At the national and community 
levels, seropositive women are joining together to make the ideal of liv- 
ing positively with the virus a reality: | es 
The National Women and ntVv Project in Canada created a coalition of 


-positive women by supporting regional networks and developing 
[68] 


HIV 
communication tools | 

The Argentine Network of Women Living with HIv/AIDs (ANW) gives 
women information about AIDS, helps access treatments and medica- 


tions through state and private services and makes referrals to NGos and 
i 


o5* 
governmental social services !©9], 
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- Many seropositive women who care for their households alone must 
also plan for their families’ future, especially the children. Due to dis- 
crimination and frequent illness, their access to the labour marketis also 
restricted. Women Touch in Sao Paulo, Brazil, helps provide them with 


; “ 12) 
work, an income and special protection [70], 


Such initiatives demonstrate that women and men living with HIv/AIDs 
are not the problem but part of the solution. To prove we truly care - not 
only in the sense of caring for but also caring about people living with 
HIV/AIDS - we must ensure that our response to the epidemic gives these 
women and also men a central role in policy and programme formula- 
tion, implementation and evaluation. 


A PERSONAL TESTIMONY 


“| became pregnant with my fourth child in self-confidence and courage to talk about my status 
1988. My health deteriorated and | had persistent to friends and family, including my children and co- 
vaginal itching and abnormal pains. | complained workers. 
during antenatal check-ups but didn’t get proper Back home | began giving my personal testimony 
treatment for my vaginal infection. They took my during workshops, seminars and on national radio. | 
blood for an Hiv-test without my consent. introduced the idea of forming a support group for 


After | delivered, they tested my child, too. Then women whose husbands had died of aips because | 
the doctor just told me that they had taken our blood — saw many widows who were suffering from property- 


and the results for both of us were positive. When | grabbing by the relatives of their deceased husbands. 
broke the news tomy husband, he left me that very _At first we met just to share our personal experiences, 
same night, after calling me names and accusing me give each other moral and psychological support and 
of being unfaithful and a prostitute. | laterlearned dig our isolation and fear. | ‘ 
that he had already been tested and was HIV-positive _, 2, Eventually, we established the National 3 
but didn’t have the courage to tellme. -. .° > rt pee Association of People with HIV/AIDS i in Malawi » i. eee 

| confided my HIV status to my sister, a nurse. (NA PHAM) with the aim to promote health thidligh ‘ x 
Because of stigmatization and discrimination, she a self-care and support. We care for one another when 
told me not to tell anyone else. | kept quiet but feltas one falls sick and are now trying to involve our fami- 
if everybody knew that | was HIV-positive. !wasso lies. Most of the women are poor housewives. 


lonely, isolated and afraid of leaving my children with-*»* NAPHAM therefore promotes self-reliance through © ** 
out any information on aips. | spent most of my time — income-generating activities. By making soapand _ oe 
crying and the loss of my child at five months made see laising chickens we are able to 0 pay. school fees for 
my condition worse. Fortunately, | didn’ t have to give ao some of 0 our rmembers’ children. Rites oe gehreree eld 
up my job because it was my only source of s support. . al know God is keeping me for. a oes which |. I . | 44 

In 1992, | was invited to attend a conference one yet have to fulfil Today lam in tthe eighth year from. c 
nized by Dutch s seropositive women. | accepted »%952=:-the timé | was diagnosed. I’m still living because | 4%: 


though | was afraid to talk about my status and had -**“have a will to live and want to help _— who are suf: &: ; 


A pet 


never been involved ir in AIDS activities. | went because! ‘ “fering as | id,” "8 “GAgre Bf PARe fons cor Se a 
wanted to meet people who were also dying OF AIDS, CAT eR ANTS bi > MRO UgalT yy 
3k PS SETA Wt pfs WHR vs tooo Mee ‘ 
But | was wrong about that. The conference g gave me WINNIE CHIRAFUMBWA, Malawi vee 
| ALE RE PRC achani apna et SO TRE Steyn pit > «agg 


SAIN Fag MY | le A Bee; rae Phd hae Apa awwes SR Ae Binsin UAB Si 7 {gays ayes es 


* VOUT work 


The enormous cost and suffering caused by the HIv/aIDs epidemic is 
forcing serious re-evaluation of norms, values and conditions related to 
gender. Such analysis may lead to fundamental improvements that can 
benefit millions of people - women, men and children - in societies 
around the world. 

The following checklist is designed to help policy implementers 
and programme planners assess the gender sensitivity of their 
HIV/AIDS and sTD policies and programmes. First determine which 
areas pertain to your type of activities. Responses to the questions may 
then be answered “yes”, “somewhat” and “no”. 


RESEARCHERS 


»> Do you explore the implications of gender inequality in relation to 
HIV/AIDS and sTDs? 
>> Does your research focus on issues of special relevance to women 
and men: 
—~ Women controlling their risk 
~ Women’s scope for decision-making in different situations 
~ Women’s right to control fertility 
_— Factors motivating men to share decision-making regarding 
fertility control 
_ Iv transmission through breast-feeding 
_— Female-controlled prevention methods 
— Factors motivating women and men to discuss mutual 
responsibility in relation to prevention 
Factors facilitating women’s and/or men’s ability to undertake 
prevention 
Women’s and/or men’s access to health services that address 
their specific concerns (including sTD treatment) 
~ Rape and violence 
- Sex work 
Sexual practices facilitating HIV transmission 
Female circumcision in relation to HIV/STDS 
Female care roles and their impact on production and 


education 


YES 
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Factors motivating men to participate in domestic tasks 


and care 
- Inheritance rights 
Do you explore which info 


s? 
for different age and gender group | | 
Do you use these channels to communicate research findings and 


rmation channels are most appropriate 


other information? nee 
Have you researched barriers to women $s participation in pro 


gramme activities? 


POLICY-MAKERS, PROGRAMME DEVELOPERS AND 
IMPLEMENTERS 


Y»y 


Are all programme implementers able to address gender issues? 
Are women’s organizations involved in policy and programme 
development and decision-making processes? 

De women and men share programme goals? 

Do your interventions combat violence against women and girls 
(active policy goals, educational programmes, legislation)? 

Do your programmes consider differences in gender roles, access 
to resources and decision-making that affect women’s and men’s 
abilities to protect themselves? 

Do your programmes consider differences in male and female life 
experiences? 

Do your programmes differentiate between male and female 
health needs throughout the life cycle? 

Do your programmes call for gender-based sexual health educa- 
tion in school curricula? 

Do your programmes encourage couples, parents and/or children 
to discuss sexual health? 

Do your programmes address the need to motivate men to inform 
their wives if they are HIV-positive? 

Do your interventions aim to develop and strengthen men’s con- 
cern and caring for their families? 

Do your education and communication programmes encourage 
men to share domestic responsibilities and tasks? 

Do your programmes encourage social welfare agencies, NGos, 


employers, etc. to provide or make allowances for child and patient 
care? 


PROGRAMME ACTIVITIES 


Do you organize activities at locations and times convenient to 
both women and men? 

Do you provide child-care services during activities and meetings? 
Do you create situations in which women and/or men can talk 
freely about their opinions, feelings and needs? 

Do you try to ensure that men and women hear and respond to 
one another's concerns and needs in a constructive manner? 


YES 
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PROMOTING SAFER SEX YES § SOMEWHAT NO 
Do your programmes: 
challenge double standards between men and women regarding ) a a 
a) teenage sexuality, b) casual sex, and c) sex outside marriage? 
address difficulties in condom use from women’s and men’s per- - & a 
spectives? 
teach both women and men how to use condoms? = a Oj 
promote easy access to condoms for women and men? £ a CJ 
enhance women’s and men’s skills in negotiating safer sex? . C O CJ 
enhance women’s self-confidence? a @ OJ 
address sexual abuse? = 2 2 
promote attitudes to relationships that meet women’s and men’s CI CJ O 
sexual needs? 
PROVIDING HEALTH AND CARE SERVICES 
Do your programmes: 
ensure equal access by men and women, particularly for stp = O OJ 
treatment? 
make family planning services attractive and accessible to men? i C LO 
encourage men to take on greater care roles in the family? LJ LJ LJ 
address inheritance laws and customs where these put women = igi) LC] 
and children at a disadvantage? 
address the different financial problems affecting women and CO = = 
men? 
ensure that girls’ care roles and lack of money do not exclude them O ie LO 
from school? 
include men as volunteers in providing community and home care z O 


services? 
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INVITATION TO COMMENT ON THIS PUBLICATION 


The Royal Tropical Institute (kit), Southern Africa alos Information 
Dissemination Service (safaips) and World Health Organization 
(WHO) would like to hear readers’ opinions of Facing the challenges of 
HIV/AIDS/STDs: a gender-based response. Your comments and 
suggestions would greatly contribute to and become part of shared 
knowledge. They will be incorporated in possible future editions of this 
publication, as well as other materials using parts of it. 


We invite you to share with us: 

- which parts of Facing the challenges of HIV/AIDS/STDs: a gender- 
based response you find most useful 
how you have used parts of the book (in teaching and training, 
by reproducing parts for local use or in any other way) 
whether you missed particular issues or topics 
any other comments, criticisms and recommendations 
anyone else you think would benefit from receiving a copy. 


Please send your comments (preferably before November 1995) to: 
Royal Tropical Institute, Information, Library and Documentation, 
Mauritskade 63, 1092 ao Amsterdam, The Netherlands 


The Royal Tropical Institute (kit) aims to contribute to the sustainable development of 
non-Western countries and to inform the Dutch public on the tropics and sub-tropics. 
Research results and information on health, rural development and culture are disseminat- 
ed through training, publications, library services, documentation, international congress- 
es, exhibitions and theatre performances. kit's approach is marked by cooperation 
between institutes, international networking and support of development processes. Its 
partners are institutions, governmental and non-governmental organizations and the 
business community. 

KIT’s activities related to HIV/alDS/stTDs and gender issues include: the manage- 
ment of an AlDs resource centre, epidemiological research and development of aips pre- 
vention interventions based on action research; technical assistance in establishing alps 
resource Centres; evaluations of NGO HIV/AIDS programmes; training on Hiv/AIDs in inter- 
national courses; support to the development of gender-sensitive health and agricultural 
programmes and training programmes on gender and development. Regular publications 
in these fields include the quarterly newsletter aips/stp Health Promotion Exchange and 
Critical reviews and annotated bibliographies: Gender, society and development. 


The Southern Africa aips Information Dissemination Service (safalDs) is a non-govern- 
mental organization first established as a project under the Southern Africa Foundation for 
Economic Research (SAFER) in 1993. Initially called Zimbabwe aips Information Network 
(ZAINET) and providing a nationally-based service from Harare, the organization now has a 
wider focus, serving primarily the southem Africa region. Its objectives are to: disseminate 
information on HIV/AIDS; promote policy and planning around ni1Vv/aIDs in all sectors: sup- 
port and initiate research on the socio-economic impact of alps, AIDs prevention and sup- 
port; advocate an ethical response to the epidemic. 

safalDs tries to meet its objectives through activities including: the operation of a 
resource centre; co-production of the alps/sTp Health Promotion Exchange with KIT; produc- 
tion of a quarterly bulletin, safarps News, and other materials; mounting and participating 
in workshops, conferences and other forums; and organization and information network- 
ing. Three areas of particular concern are employment, gender and community care. 


The World Health Organization (wHo) is a specialized agency of the United Nations with 
the primary responsibility for international health matters and public health. Through this 
organization, which was created in 1948, the health professions of some 185 countries 
exchange their knowledge and experience with the aim of making possible the attainment 
by all citizens of the world by the year 2000 of a level of health that will permit them to lead 
a socially and economically productive life. By means of direct technical cooperation with 
its Member States, and by stimulating such cooperation among them, wHo promotes the 
development of comprehensive health services, the prevention and control of diseases, the 
improvement of environmental conditions, the development of human resources for 
health, the coordination and development of biomedical and health services research, and 
the planning and implementation of health programmes. 

These broad fields of endeavour encompass a wide variety of activities, such as 
developing systems of primary health care that reach the whole population of Member 
countries: promoting the health of mothers and children; combating malnutrition; control- 
ling malaria and other communicable diseases including tuberculosis and leprosy; coordi- 
nating the global strategy for the prevention of a1ps; having achieved the eradication of 
smallpox, promoting mass immunization against a number of other preventable diseases; 
improving mental health; providing safe water supplies; and training health personnel of 
all categories. 
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TUBERCULOSIS CONTROL IN 


15b 


HIGH-PREVALENCE COUNTRIES 


Petra Graf i 


15b.1 THE EXTENT OF THE PROBLEM 


Tuberculosis has declined in industrialized 
countries during the past decades, but it still 
represents a major health problem in deve- 
loping countries. There are two basic factors 
influencing the difference of tuberculosis 
control between high- and low-prevalence 
countries; the prevalence of tuberculosis 
infection and disease within the communi- 
ties, and the different socio-economic con- 
ditions. 

If we talk about tuberculosis control in 
high-prevalence countries, we can synony- 
mously talk about tuberculosis control in 
developing countries. Only a few of the 
problems that make proper tuberculosis 
control in developing countries such an 
extraordinary challenge can be mentioned 
here: poor overall health status of the popula- 
tion in developing countries; poor econo- 
mies; poor infrastructure; bad roads; heavy 
rainy seasons, which make vast areas inac- 
cessible for months; remote areas, inaccess- 
ible by car; the problem of nomads, migrants 
and refugees, and civil war. This list is far 
from being comprehensive. Not all of these 
aspects are specific for developing countries 
alone, but one has to face these problems 
_ when planning health intervention strategies 
in developing countries. 

Table 15b.1 shows clearly that the tuber- 
culosis problem is mainly a problem of the 
developing world. Out of approximately 8 


~ 


~ 


Table 15b.1 The global toll of tuberculosis 


re 


Region No. infected New cases Deaths 
(000) (000) (000) 
Africa 171 000 1398 656 
Americas 117 0CO 564 230 
E Mediterranean 52 000 5¢4 163 
SE Asia 426 000 2450 932 
W Pacific 574 000 2557 894 
Industrialized 382 000 409 42 
countries 
Total 1 722 000 8002 2907 


ae 
Source: First Programme Report (1989-1990) and Future 
Plan (1991-1995), Wor'd Health Organization. Document 
WHO'TSB:91.159. 


million new cases per year, only 5% occur in 
industrialized countries and out of approxi- 
mately 3 million deaths reported in tubercu- 
losis cases per year, only 1.5% occur in 
industrialized countries. In other words, 95% 


of the cases are to be found in developing _ 


countries and more than 98% of related 
deaths occur in developing countries(1]. 

The causative agent of tuberculosis in 
developing countries is mainly Mycobacterium 
tuberculosis complex (M. tuberculosis and 
M. africanum); in areas where cattle holding is 
common one may still find M. bovis, but all 
these are equally responsive to modern 
chemotherapy. | 

Table 156.2 shows the current average 
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i berculosis 
5b.2 Epidemiological pattern of tu | : 
= ; Annual risk (%) 
in NDE AEE 
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Countrylareas 


I Industrial countmes 
Il Middle-income countnes in Latin America, 
W Asia 3 
III Middle-income countries E/SE Asia 
IV Sub-Saharan Africa, Indian subcontinent 


r vel Declining trend Availaoi 
og ? of ARI health res 
0.1-0.01 >10 Excell 
0.5-1.5 5-10 Good 
1.0-2.5 a Good 
1.0-2.5 0-3 Poor 


ARI, annual risk of infection. 


Souce: First Programme Report (1989-1990) and Future Plan (1991-1995), World Health Organization, Dc 


WHO/TB91. 159. “f 


levels of annual risk of infection with the 
tubercle bacillus in various regions. The 
annual tuberculosis infection rate, or inci- 
dence of infection, can be derived from 
tuberculin-test results in a representative 
sample of non-BCG-vaccinated children. The 
annual risk of infection is an approximation 
of the annual incidence of infection in a 
population. High-prevalence countries are 
countmes with an annual risk of infection of 
‘oe OF more. 

In some middle-income countries (Table 
15b.2, II), tuberculosis has declined. In other 
middle-income developing countries (Tabie 
150.2, III), the decline is slow and tuber- 
culosis still remains a major public health 
problem. In the majority of low-income, 
developing countries (Table 15b.2, IV), 
almost no decline has been observed and the 
absolute number of cases is probably increas- 
ing{1]. 

So which population group in high- 
prevalence countries is the major source of 
infection? Some 1.3 million cases and 40 000 
deaths per annum occur in children under 15 
years. This group also represents 10-20% of 
new cases, but only a very small proportion 
of smear-positive cases(2]. In Tanzania, a 
pigh-prevalence developing country, which: 
Orms a particular focus for this chapter (see 
PP. 335-338), only 2.1% of all smear-positive 
Cases are younger than 15 years(3}. Therefore 


children do not play a maj 
of infection. Play a major role as a source 


It ts the adult smear-positive case (inde 
who spreads the disease within the comn 
Such a smear-positive case may arise 
endogenous reactivation of an existing 
tion, from exogenous infection, or 
reinfection. 

In developing countries tuberculosis 
limited to certain high-risk groups, altl 
one may find more cases in the poorer 
munities and in HIV-seropositive pa 
(see also Chapter 12). In other wore 
developing countries the greatest inci 
and mortality is concentrated in the eco 
cally most productive group of the pe 
tion (15-59 years). More than 80% 
tuberculosis toll in the developing worl 
in this age group[1]. Moreover, witl 
emergence of HIV epidemics, which 
also mainly the 15-59 year age group, or 
assume that the extent of the proble 
many developing countries, above all ir 
Saharan Africa, is likely to increase it 
next decade. 

What would happen in high-preva 
countries if no intervention methods 
applied? In the absence of chemoth 
30% of cases would die within 5 years, 
would recover spontaneously and 
would remain sputum-positive and con 
to spread the disease[4]. Therefore ther 
medical and ethical obligation to 
adequate intervention measures in ord 
get tuberculosis under control. 


15b.2 THE PRINCIPLES OF TUBERCULOSIS 
CONTROL 


In principle there are four methods for 
prevention of tuberculosis: 


¢ Improvement of socio-economic 
conditions. 

e Chemoprophylaxis. 

e Vaccination. 

e Case-finding and treatment(5]. 


Improvement of socioeconomic conditions 
is the measure that has the most profound 
effect on reducing the disease load, as tuber- 
culosis is intimately associated with poverty 
and deprivation(5}]. The major part of the 
decrease in the incidence of the disease in 
developed countries occurred long before 
effective therapy and vaccinations were avail- 
able(6]. Unfortunately for many countries, 
socioeconomic development is a very com- 
plex and long-term solution. 

Chemoprophylaxis and vaccination 
(Chapter 14) are expected to protect the 
individual, but not to have an immediate 
impact on transmission(5}]. BCG vaccination 
in children provides a certain degree of 
protection against serious forms of the dis- 
ease, such as miliary tuberculosis and tuber- 
culosis meningitis, therefore BCG vaccination 
should be included in the Expanded Pro- 
gramme on Immunization in developing 
countries (Chapter 14b, p. 297). Chemo- 
prophylaxis for infected contacts, especially 
children, since they have a high risk of 
developing the disease, is recommended to 
protect these individuals. 

A quick reduction in the risk of trans- 
mission can be achieved by giving effective 
treatment to all smear-positive cases found in 
the community in order to make them non- 
infectious, taking into account that a single 
smear-positive case infects approximately 
10-14 people in a year{7]. Consequently, the 
principles for tuberculosis control in high- 
prevalence areas are: 


© To cure the individual and, by doing so, 
restore their quality of life (work capacity: 
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socio-economic position, individual health 
and welfare). 

e To decrease the risk of tuberculosis infec- 
tion in the community, preferably to an 
extent where tuberculosis will no longer 
present a public health problem. This will 
improve the economic and social con- 
ditions of the respective community as a 
whole. 


One has to make sure that a sufficiently high 
proportion of those patients put on treatment 
do complete it. Therefore, in Tanzania the 
more specified policy in the National TB 
Leprosy Programme is to aim at a cure ratio 
of 85% of all smear-positive cases put on 
short-course chemotherapy, which is also the 
WHO policy(S], in order to cure the indivi- 
dual and to reduce transmission in the 
community. 


15b.3 CASE-FINDING 


A case of tuberculosis for control purposes in 
high-prevalence countries is defined as ‘an 
individual, discharging TB bacilli, especiaily 
if the bacilli in the sputum smear can be seen 
by direct smear microscopy’ .[9] 

Bacteriologically unconfirmed cases, such 
as pulmonary tuberculosis (PTB) smear- 
hegative cases and extra pulmonary cases 
should, of course, also be treated, but must 
be notified separately(9]. For field purposes 
pulmonary TB should be suspected when a 
patient presents with: 


e Persistent cough for more than 3 weeks, 
usually productive (with sputum), some- 
times bloodstained. 

¢ Loss of body weight, night sweats, fever. 

e Chest pain. 


The symptoms of extrapulmonary TB depend 
on the organs involved (see Chapter 7) and 
the diagnosis is sometimes not easy to make 
due to limited facilities in developing coun- 
tries. 

The diagnosis of pulmonary tuberculosis i is 
based on bacteriological examination of spu- 
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tum smears. Smear-positive cases are diag- 
nosed by direct smear microscopy only 


(10, 11]. : < 
The role of microscopy is crucial in deve- 
loping countries. 


* It is the diagnostic tool for smear-positive 
cases before starting treatment. 

¢ It is also the essential tool for monitoring 
treatment in smear-positive cases after the 
end of the intensive phase of short- course 
chemotherapy, during the continuation 
phase and at the end of treatment. 


Pulmonary smear-negative cases should pre- 
ferably be diagnosed by chest radiography 
with the assessment of a competent medical 
Officer. 

Radiological diagnosis of tuberculosis is 
unreliable, because other lung diseases can 
imitate the picture of PTB. Smear-negative 
disease may present with an uncharacteristic 
radiographic pattern, especially when asso- 
ciated with HIV-infection(9). The costs of 
radiographic examinations are high and 
therefore very often not aftordable for all 
cases of tuberculosis in developing countries. 

Of course tadiographs can be helpful in 
Clinical work, 


tuberculosis in children (where sputum is 


children, the presence of a history of contact, 
together with a Positive tuberculin test, is 


ne ‘© Promotion of awareness 
© community and within medical staff 


may increase the yield of new tube 
cases. The only exception to passi\ 
finding is the active tracing of conta 
smear-positive index case, such as hor 
contacts, especially children{12]. 


156.4 TREATMENT 


When cases ate identified as tuber 
cases they should be handled with ad 
and effective treatment. In industr 
countries costs do not play a major | 
deciding which treatment regimen toc 
In developing countries limited res 
force health officials very often to 
affordable treatment, which may not a 
be optimal treatment. 

Short-course chemotherapy, preferak 
all smear-positive cases, containing at 
three effective drugs in the intensive ) 
and preferably two different drugs is 
follow-up phase, in order to prevent r 
ance, should be the treatment of choice 
well-structured programme. 

‘Short course’ means that the duratic 
treatment should be 8 months Or less in ¢ 
to maintain an acceptable level of compli 
On the part of the patient (Chapter 8), 


90% of the SMe€ar-positive cases turt 
sputum smear-negativity. 

In poor resource countries the intermit 
application of rifampicin unsupervised in 
continuation phase has to be very caref 
considered. The risk that the drug, even | 
combined tablet, may be diverted and s 
unsupervised is high. 

In Tanzania, fortunately levels of resista: 
to antituberculosis drugs are low (see Ta 
136.3). There are Several reasons for tt 
Firstly, Tanzania is poor. Therefore, for 
cades antituberculosis drugs were only av; 
able through the National Pro 


ondily, the drugs given through t 
National Tuberculosis Programme we 


Table 156.3 Drug resistance pattern in Tanzania 
for new smear-positive cases (1991) 


Drug % resistance 
A 8 
R 3 
S <l 
E 3 
HR <1 
HRS 0 
HRSE 1 
HS 1 
HE 0 


H, isoniazid; R, rifampicin; S, streptomycin; E, etham- 
butol. 


strictly supervised, daily in the initial phase 
of 2 months, monthly in the continuation 
phase of 6 months. Since almost 90% of the 
smear-positive cases converted to smear- 
negative after the intensive phase (month 2 
or 3 of treatment), the chance of developing 
resistance was very low. 

Nowadays antituberculosis drugs are avail- 
able on the private market and are imported 
by voluntary agencies outside the National 
Programme as well. The partial loss of control 
over the distribution of these drugs will, in 
the future, probably make effective treatment 
more difficult in Tanzania as resistance is 
likely to emerge. 

It is desirable that in the future even more 
effective drug combination's will be available, 
with a shorter duration of treatment. This 
would enable control programmes to cure 
patients in a shorter time period. Therefore it 
would be possible to cope better with the 
increasing case load in many places and 
eventually to overcome the tuberculosis 
problem more rapidly. 

PTB smear-negative cases in Tanzania, as 
in many other African countries, are treated 
differently from smear-positive cases. Cur- 
rently they still receive a 12-month SThH 
regimen (2SThH/10ThH), but hopefully this 
regimen can be changed soon. This is 
because of limited funds and lack of facilities 
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for proper supervision for a rifampicin- 
containing component. 

In the rural areas of Tanzania, and in many 
other developing countries, smear-positive 
patients have to be hospitalized for the 
intensive 2-month phase, not because they 
are so sick, but simply because there is no 
other way to ensure regular daily drug intake 
in areas where a patient has to walk 20 or 30 
km to get to health care. 


Table 15b.4 Short-course chemotherapy (SCC) 


regimen currently used within the NTLP, Tanza- 
nia 


Initial phase Continuation 
(2.12) phase (6:12) 
SCC for sputum 
smear +ves SHRZ ThHorEH 
Non-rifampicin 
regimen for 
sputum smear 
—ves SThH.. Thor EH 


aaa 
S. streptomycin; H, isoniazid; R. rifampicin; Z, pyrazina- 
mide; Th, thiacetazone; E, ethambutol. 


Table 15b.4 shows the treatment regimen 
currently used in the National Tuberculosis 
and Leprosy Programme in Tanzania. This 
regimen is about to be changed. In the wake 
of the HIV endemic the programme will 
gradually abandon streptomycin injections, 
because of the risk of transmitting other 
infections to the tuberculosis patients, such 
as hepatitis or HIV[13]. Basic hygiene cannot 
always be guaranteed in countries where 
only limited resources are available, means 
for sterilization sometimes are poor and safe 
disposal of used needles is not always guar- 
anteed. 

Another argument for stopping inject- 
ion in tuberculosis patients is to reduce 
the workload of an already overstrained 
staff by replacing time-consuming and work- 
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Table 15b.5 Cost of essential antituberculusis drugs’ 


ae a eA EE NIE ES EEE SS Ne Be 


Packaging 
: ice 
D Dosiye/form (no. per box) Price (S 
rus a 
; 1000 3. 
Isoniazid Tablets _ _ ee i. 
; ici Tablets 150 mg 100 : 
a a (or capsules) 300 mg a ; : 
Tablets 500 mg 
amide P : 

etsy + rifampicin Tablets 100 + 150 mg 100 : 
150 + 300 mg 100 10. 
Isoniazid + rifampicin + pyrazinamide Tablets 50 + 2 + 300 mg = - 
iazi Tablets 100 + 50 mg ‘ 
Isoniazid + thiacetazone fe sar at nd pe al 
Streptomycin (sulphate) Ampoules (powder) lg #4 Fi 
Water for injection Ampuules 5 ml 3 : 
Ethambutol Tablets 400 mg 500 11.9 


Source: Chaulet et ul. (1992), Review of te International Children’s Centre, No. 196-7. 


* Based un the UNICEF 1991 price list. 


» The FOB price (free on board) of orders through UNICEF may be calculated by adding +4". to the price 


above. 


* This is a special price for international organizations aiding National Tuberculosis Programmes. It includes th 


price and the cost of air transportation. 


intensive injections by tablets[3]. Moreover, 
the programme is looking for additivnal long- 
term financial support in order to be able to 
use other, unfortunately more expensive, 
drugs instead of the cheap thiacetazone in 
the follow-up phase. This is to avoid the 
serious adverse effects such as Stevens— 
Johnson syndrome, which thiacetazone 
causes in HIV-positive tuberculosis patients 
(Chapter 12b)(14]. The Same is planned for 
PTB smear-negative patients, at least for the 
known HIV-positive patients. 

Since costs are always a key factor in health- 
intervention strategies, Table 15b.5 gives an 
Overview of the present costs of TB drugs 
used in control programmes in high- 
Prevalence countries. 

As a rule-of-thumb one can keep in mind 
that one short-course chemotherapy treat- 
ment with 2 months’ SHRZ and 6 months’ 
ThH Costs approximately 40 USS (at 1991 
Prices). Other costs such as expenses for 


admission and staff salaries are not included 
in that figure. 


156.5 OTHER ASPECTS OF TUBERCULOS 
CONTROL 


136.5.1 MONITORING AND EVALUATION 


A proper monitoring and evaluation Svs! 
based on a meticulous recording and ref 
ing system is of utmost importance in 0 
to assess the effectiveness of both the b 
ment given and the particular programs 
and staff's performance. 

The Tanzanian recording and repor 
system developed by the International Ur 
Against Tuberculosis and Lung Diss 
under the guidance of Dr K. Styblo is t 
serving as a model for many National Tu 
culosis Programmes. The reporting svster 
based mainly on two reports, which 
compiled at district level, for each respec 
district four times a year. They are the dis’ 
quarterly report on case-finding and 
district quarterly report on treatment res 
in smear-positive patients. The basic in 
mation made available is drawn from 
district register, which, being an individ 
case register, contains all relevant pati 


information on the cases enrolled for treat- 
ment: 


e Name 

e Home address, treatment unit 

e Sex 

© Age 

© Disease classification (PTB-positive, PTB- 
negative, EP) 

e Category (new pulmonary disease, 
relapse, transferred in, treatment after 
default, others — e.g. failures) 


The district register also contains all relevant 
information on outcome of treatment: 


e Smear results (at 0, 2, 5 and 8 months for 
an 8-month short-course regimen). 

© Cured (confirmed by sputum smear mic- 
roscopy). 

¢ Treatment completed (last available smear 
negative, but no final smear result 
obtained). 

© Died (from anv cause whatsoever). 

e Bacteriological positive (failure). 

¢ Defaulted (out of control). 

e Transferred out (from one region to 
another while being on treatment). 


The district register contains all information 
needed to compile the two essential types of 
reports. 

For epidemiological purposes the quarterly 
reports on case-finding are used (Fig. 15b.1) 
and compiled at central level for all districts. 
These reports enable information on trends 
in disease to be obtained (e.g. increased 
overall case load, newly detected smear- 
positive cases) but only as an indication of the 
incidence of disease, as not all cases will be 
detected. Such data are useful for planning 
staff needs, drug supplies and so on. 

Trends in relation to a change in age or sex 
distribution or changes in sputum smear- 
positivity results can also be observed by data 
recording on these forms. Fig. 15b.2 illus- 
trates the shift to the younger age groups in 
the National Tuberculosis Programme in 
Tanzania in the wake of the HIV endemic. 
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The other source of information is the 
quarterly report on results of treatment, also 
compiled at district level. This report is a 
cohort report. The cohort is the number of 
patients enrolled in a respective quarter, 
observed for the whole treatment period 
(8 months) for outcome of treatment (Fig. 
15b.3). 

This report, compiled at -central level, 
enables programme managers to evaluate by 
cohort analysis - among many other subjects 
~ the effectiveness of the programme as such, 
of the treatment applied and of the staft’s 
performance. 


15b.5.2 HEALTH EDUCATION 


Health education of the individual patient is 
an essential tool to improve compliance. It 
has to be explained how the patient can avoid 
spreading the disease, how to identify other 
persons with symptoms in the household, 
why drugs must be taken regularly and why 
all of the drugs given must be taken until 
treatment is completed. 

Health education of the community, at vil- 
lage level or through mass media at national 
level, has to explain what tuberculosis is, 
what the symptoms of the disease are, how it 
is spread, how it can be cured and that it is 
indeed curable. 

Another important element of a good 
tuberculosis-control programme is cont- 
nuous systematic supervision at all levels, 
from central (government) level down to the 
dispensary. All aspects of the programme 
have to be supervised, such as proper diag- 
nosis, which means also supervision of staff, 
including that of the microscopy centres, and 
quality control. Supervision of proper case- 
holding, including individual patent care 
and overall treatment compliance, has to be 
assured throughout the year. 

Supervision of recording and reporting at 
all levels is crucial, as well as supervision of 
managerial and administrative aspects, such 
as drug supplies and proper use of funds. 
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Fig. 15b.4 The structure of the National Tuber- 
culosis and Leprosy Programme in Tanzania 
(RMA = Rural Medical Assistant). 


Later, according to the resources available, 
the programme can be expanded gradually. 

From the experience in Tanzania it is 
known that other areas, having heard of 
success in a region where the programme is 
already functioning fully, are ready to join 
the activities of a National Tuberculosis Pro- 
gramme. 


15b.7 COST-EFFECTIVENESS OF 
TUBERCULOSIS WORK IN HIGH- 
PREVALENCE COUNTRIES 


The greatest burden of tuberculosis incidence | 


and mortality is concentrated in adults (age 
15-59 years). These are the parents, workers 
and leaders of society. Therefore it is very 
important to make government officials, and 
donors to such programmes, aware that 
establishing a tuberculosis control pro- 

e means that they are supporting one 
of the most cost-effective health interventions 
available{16]. Systematic tuberculosis chemo- 
therapy (and BCG vaccination) in countries 
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with a high risk of infection are some of the 
most cost-effective health interventions avail- 
able. 

An analysis of the National Programme in 
Tanzania has .shown that to treat smear- 
positive tuberculosis cases costs less than 
USS230 per death averted. Cost per dis- 
counted year of life saved is 1-2 US$ 
(16]. Cost-effectiveness for HIV-positive 
patients with smear-positive tuberculosis 
depends on the survival time of patients after 
treatment and the indirect benefits of treat- 
ment. 

In terms of direct benefits, treating HIV- 
positive patients is much more expensive 
than treating HIV-seronegative patients. 
However, HIV-positive, | smear-positive 
patients will also transmit the disease. If HIV- 
positive, smear-positive patients transmit 
almost as much tuberculosis as HIV-negative 
patients, then short-course chemotherapy 
should also be cost-effective({16]. It is an 
ethical obligation to treat all tuberculosis 
patients regardless of their HIV status. 


15b.8 THE TANZANIA EXPERIENCE 


Tanzania, an East African country situated 
bordering the Indian Ocean between Kenya 
in the north and Malawi/Mozambique in the 
south, has very limited resources (Table 
15b.6). Nevertheless, Tanzania has a well- 


Table 15b.6 Basic data on Tanzania 


Population ~24 million 

Area 881 289 km?* 

Proportion of rural population 82% 

GNP ~200 USS 

Birth rate 46 (1988) 
(per 1000 population) 

Death rate 15 (1988) 
(per 1000 population) 

Infant mortality 116 (1988) 
(per 1000 live births) 

Life expectancy ~50 years 


=> 
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Table 15b.7 Synopsis: Tuberculosis 1983-1991, mainland Tanzania 


Q 
1933 1984 1985 1986 1987 1938 1989 1920 1 
Newly detected 11782 12089 14089 15453 16920 18234 19262 22249 25 
Peg NS PTB 6651 7523 = 8207 —Ss 8561 9279 9918 10479 11396 11 
detection rate : | 
ee 100 000 34.1 37.3 39.6 40.2 42.3 44:0 44.0 47.8 4% 
Cohort reported 
te (%) i & 

SCC saignue 43% 49% 6M% 67% 72% 74% 77% 79% Not 
AFB +ve patients : i : 3 , 

put on fcc 799-2745 4936 5919 7171 8155 9320 9742 = 
% of all AFB +ve 12% “0 60% 69% 77° = 2% 87% 86% - 


PTB, pulmonary tuberculosis; SCC, short-course chemotherapy; AFB, acid-fast bacilli. 


functioning Tuberculosis National Pro- 
gramme, established in 1977 as the ‘National 
Tuberculosis and Leprosy Programme’ 
(NTLP), Tanzania — the first combined 
Leprosy-Tuberculosis programme of its kind 
in the world. It has functioned successtully, 
without major breakdowns, for almost 15 
years, and one may wonder as to what is the 
secret of its success. 

Firstly, the country, despite its poor 
resources, has had political stability for many 
years. It also has a well-established health 
infrastructure from central to district, and 
down to dispensary level, although some- 
times the well-designed structures cannot be 
filled with active workers due to limited 
availability of resources (Fig. 15b.4). The 
NTLP is fully integrated in this existing 
health system, no extra structures have been 


These two factors also contributed largely 
to the success of other Programmes, for 
example in Malawi[17]. 

The typical 
tries remain: b 


however, the programme had the ful. 
mittment and reliable support of the g: 
ment. Now almost all staff are Tanza 
Salaries for them being paid by the gC 
ment. A continuous, uninterrupted 

supply, including Supply of a reasc 
stock, by the overseas donors has guara 
that patients searching for treatment rea 
get treatment, which unfortunately is n 
tule in many other existing programme 

Reliable means of transport (cars, m 
bikes), are one of the biggest cost fe 
besides drugs, and have been made ava 
by donors. 

The programme has served as a mod 
many other countries. The unique reco! 
and reporting system designed by IUA 
under the guidance of Dr K. Styblo[18, ; 
used nowadays — with slight variations 0 
in many National Tuberculosis Program 
and represents the WHO recomme! 
recording and reporting system. 

The combination of programmes for 
diseases, tuberculosis and leprosy, has 
contributed to the success, the donors | 
both sides assisting each other. Morec 
combining forces has contributed to ma 
the programmes more cost-effective | 
member of staff specialized for two disea 
one vehicle serving several purposes etc 


Table 15b.8 Treatment results: tuberculosis 
smear positives, NTLP first half 1990 

Cured 79 0 
Treatment completed % 
Died 8°% 
Failure (remained +ve) 1% 

Out of control 4% 
Transferred out 5% 
Total 100°% 


MMM Relapses 

€) epts 

CC) AFB - negative 
G] AFB - positive 


No. of cases (‘000) 
aoe Sees wecoece | 


| LL & 

0 | , : i@ * 4 cd ; 
1983 1984 1985 1986 1987 1988 1989 1990 

Year 


1991 


Fig. 15b.5 New cases of tuberculosis, all forms, 
reported in the National Programme in Tanzania, 
1983-1991. (EPTB denotes extrapulmonary dis- 
ease; AFB = acid-fast bacilli.) 


The results are displayed in Tables 15b.7 
and 15b.8 and in Fig. 15b.5. 

Why did the NTLP Tanzania not reach the 
goal of an 85% cure rate? Firstly, 8% of all 
patients died during treatment, not all of 
tuberculosis, but many also of other causes. 
A considerable proportion died from AIDS, 
after converting to sputum smear-negativity. 

A 1% failure rate of cases who could not be 
cured by treatment is acceptable. Another 5% 
were transferred to another region, again a 
proportion that cannot be influenced by the 
programme as such. Another 4% defaulted 
(out of control), which is a fairly low propor- 


infection, 90% 
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tion, even in developed countries. Three per 
cent of the patients completed treatment 
without having cure confirmed by a final 
smear, either because they could not produce 
sputum or because they did not attend for a 
final smear examination. This is also an 
acceptable proportion. 

Therefore only 79% of all smear-positive 
cases were cured. If one assumes that most of 
the patients in the ‘treatment completed’ 
group are cured as well, and if one accepts 
that those who died are no longer a source of 
of the positive patients 
enrolled for treatment are eradicated as a 
source of infection. Also if up to 50% of those 
‘transferred out’ and ‘out of control’ are 
cured, it can be concluded that the 1991 
results for short-course chemotherapy in 
smear-positive patients are very favourable. 

Of course the programme also has 
problems and its quality varies from region to 
region depending on the motivation of the 
persons involved. Preliminary results of an 
ongoing WHO study in Tanzania reveal that 
some 30-10% of our tuberculosis patients are 
HIV-positive. The current close association of 
the two endemics in Tanzania and other 
developing countries leaves many open 
questions. Although the response to che- 
motherapy in HIV/TB-positive patients is 
generally good, the management of the 
individual patients has to be adjusted to the 
new conditions (Chapter 12b). 

Drugs that cause serious adverse effects in 


‘HIV/TB positive cases should be replaced by 


better tolerated drugs{20] in order to main- 
tain the ‘good reputation’ of such pro- 
grammes. Emphasis should be put on proper 
diagnosis. Overdiagnosis in HIV/TB-positive 
cases is common. Is a ‘wasting child’ a TB 
case, a malnourished child, or an HIV- 
infected one? These are questions that 
require certain skills on the part of the staff 
involved in tuberculosis diagnosis, to be 
answered. The proportion of deaths in tuber- 
culosis patients will increase. The prognosis 
of cure of tuberculosis is good for TB in HIV- 
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‘tive patients, but poor with regard to 
~ riIV-celated diseases. In addition, the 
compliance of TB/HIV-positive cases may 
differ from the ordinary tuberculosis 

atients. There will be problems in handling 
confidentiality while registering patients. 
Counselling of known HIV-positive subjects 
may be a new burden for the tuberculosis 
programme. The list could be continued with 
subjects like chemoprophylaxis for HIV- 
positive patients and BCG in HIV-positive 
patients. 

Overall costs for tuberculosis programmes 
may rise due to increased case load and 
probably more frequent need for hospitaliza- 
tion in HIV/TB patients, especially when they 
present with full-blown AIDS. 

The biggest problem now is the increasing 
figures in tuberculosis case detection, which 
put a tremendous strain on the programme, 
especially in the urban areas, where patients 
from the rural areas search for help. The 
overall increase can be attributed partly to 
improved reporting and diagnosing, partly to 
the influx of immigrants from neighbouring 
countries, attracted by the quality of the 
programme, but definitely the HIV endemic 
in the country contributes most to the steady 
increase. HIV infection is the highest risk 
factor so far identified, which increases the 
risk of latent infection with tuberculosis 
progressing to an active form of disease by 
reducing the cell-mediated immunity(21,22]. 

Moreover, recent studies reveal that HIV- 
seropositive cases may be infected more 


quickly and more heavily, resulting in deve- 


lopment of the disease sooner than in HIV- 
seronegative patients(23]. The only way to 
Cope with this increased case load, which can 
be identified with workload, is to reduce the 
sources of infection. In turn, this means 
keeping the cure ratio high. This can be 
achieved by increasing the staff and space for 
the patients, especially in the overstrained 
urban areas, and by intensified health educa- 
tion activities. These activities should make 
people aware of the further existing possibi- 


control in high-prevalence countries 
4 ; 
lity and necessity of cure for tuberculosis. In — 


addition, treatment regimens have to be 
adjusted to the new conditions we are facing 
in the wake of the HIV pandemic. Lastly, a 
close co-operation with National Aids Pro- 
grammes is desirable, since we are sharing a 
considerable proportion of patients. 

The future will show whether measures 
presently available are sufficient to maintain 
the standard of the ongoing programmes or 
whether other, completely new intervention 
strategies have to be applied. 
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MALE GENDER ROLES AND SEXUALITY: IMPLICATIONS 
FOR WOMEN’S AIDS RISK AND PREVENTION 
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Abstract—The focus of prevention of the heterosexual AIDS epidemic in the U.S. has been on women. The 
role of men in sexual decision making has not been emphasized in AIDS prevention approaches. Asa result, 
the heterosexual epidemic for women continues unabated because of the lack of attention to the behavior 
of male sex partners. This article describes a profile of male sex partners and emphasizes gender roles and 
sexuality. Prevention efforts that focus singly on women have been misguided and have actually served to 
undermine women by making them responsible for HIV risk reduction. Prevention of AIDS among 
heterosexuals will require an examination of how traditional gender role socialization runs counter to safer 
sex practices. Control of the epidemic will require a focus on men as individuals responsible for their own 


health and the health of women. 


Key words—AIDS, heterosexual, males, men, masculinity, gender roles, sexuality 


INTRODUCTION 


The first cases of AIDS in the United States were 
reported among gay men in 198] [1]. Although men 


who have sex with men continue to make up the largest _ 
percentage of cases, the profile of the U.S. epidemic 


has changed and now includes an increasing number 
of cases, especially female, resulting from heterosexual 
contact. 

The following year after AIDS was identified among 
gay men, it appeared in four more groups: injection 
drug users (IDUs) [2]; recipients of blood or blood 
products (3, 4]; infants born to mothers at risk [5]; and 
heterosexual partners of persons with AIDS or HIV 
infection [6]. From the onset, the injection drug 
category was closely tied to the heterosexual and 
perinatal categories. Transmission resulting from 
sharing drug injection equipment has been the 
principal link to other adult populations through 
heterosexual intercourse and to infants through 
perinatal transmission. In recent years, cases among 
IDUs have grown, with a concomitant increase in 
cases from heterosexual contact with IDUs, and from 
perinatal transmission to infants. Because of the rapid 
growth in cases among IDUs, heterosexual trans- 


mission is currently the fastest growing route of 


transmission [7]. Female cases currently comprise 12% 
of the total adult and adolescent AIDS cases in the 
U.S. [7]. Today cases among women are growing at a 
faster rate than cases among men [7]. One half of the 
new infections in 1993 have been among women [7] 
and by the year 2000, the total number of female cases 
is expected to equal male cases (8)}. 

Although various prevention efforts have been 
made to educate women about their risk for HIV 


197 


infection, the actual success of many of these efforts 
will depend on behavioral change of male sex partners. 
Women may be informed about the danger of 
unprotected sex, but may not be in a position to use 
condoms because of refusal on the part of their male 
partners. 

Health promotion approaches focus on individual 
change. These approaches are based on the idea that 
individuals will respond to health information given to 
them, and on the basis of that information, will make 
decisions about their health [9]. Implicit in health 
promotion approaches is the assumption that 
individuals have personal control over their health. 
Health promotion approaches aimed at reducing risk 
for HIV infection have not been especially relevant to 
many women. These programs have failed to treat 
sexuality in a social context and to recognize that, 
despite concern about their risk, women may be 
limited in their ability to act on information provided 
to them [10]. 


A FOCUS ON WOMEN 


For several years now, considerable attention has 
been placed on the risks that women face from 
heterosexual contact [11-18]. In response, various 
prevention strategies aimed at reducing women's risk 
have been developed. These prevention strategies, 
however, often treat women’s risk behavior separate 
from the behavior of men, without acknowledging 
gender power differences (10, 17). The focus of pre- 
vention is often on the individual, without attention to 
the sociocultural context in which individuals interact. 
For example, prevention approaches may ignore the 
reality that women do not always have control over 
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en 
the behavior of their male partners. Moreover, wom 


are not always aware of the past or present risk . 


behavior of their partners. Thus they do not perceive 
themselves at risk. Even so, prevention efforts are 
often focused on changing the behavior of women, 
men. 

ct ponte maintains that this focus has oe 
misguided, and ironically has actually some or 
women’s ability to practice preventive healt 
behavior. By focusing singly on women, It has ignored 
the role of men in sexual decision making and has 
reinforced the belief that women are responsible for 
safer sex. Public health’s well-intentioned effort to 
warn women about their risk has simultaneously taken 
pressure off of men to practice safe behavior. While the 
attention to women’s risk is important, it has 
perpetuated traditional beliefs about gender roles and 
thus has served to free men from taking responsibility 
for their own health and that of their female partners. 
The focus of prevention efforts on women is myopic 
in that women who represent one-half of a partnership 
are getting information but men who represent the 
other half are not. 

AIDS prevention strategies targeting women have 
often emphasized the importance of communication 
and negotiation with male partners regarding safer sex 
practice with the goal of getting men to change their 
behavior by relying on the negotiation skills of women. 
This emphasis is misplaced because it works through 
women to get men to change their behavior and relies 
too heavily on individual control without acknowl- 
edgement of socio-cultural constraints. The author 
maintains that men should be targeted directly as a 
group of male sex partners, rather than through 
women. o 

In practice, fewer prevention efforts have been 
directed to males as sex partners (18). There also has 
been a lack of attention to the way in which gender 
socialization contributes to perceptions about sexual 
identity. These perceptions have not been fully 
examined for their relevance to HIV risk reduction 
strategies. This article will show how the masculine 
identity is in direct conflict with safer sex guidelines, 
and will examine the implications of male gender roles 


and sexuality for women's AIDS risk and abies 
In addition, it will be shown how AIDS education itse 
is based on gender-typed beliefs about behavior. 
Although the gender roles and sexuality of gay men 
have been examined iam relation to AIDS [19], 
heterosexual male gender roles and sexuality have not 
been treated comprehensively. Moreover, psychoso- 
cial aspects of heterosexual male behavior have not 
been described in a composite way. Therefore, & 
comprehensive description will be provided in this 
article. . ides 
In recent years, despite attention to the special risk 
of women for HIV infection, AIDS cases among 
women continue to rise. The author maintains that this 
trend will continue until heterosexual men become the 
focus of prevention efforts. Therefore, this article calls 
attention to the need for a change in emphasis in AIDS 
prevention strategies targeted to heterosexuals in the 
U.S. This change must involve men as responsible for 
their health behavior and it must target men directly. 
In order to understand how the risk that women face 
for HIV infection differs from that of men, a 
description of male and female AIDS cases in the U.S. . 
is provided in the next section. 


GENDER VARIATION IN AIDS CASES 


The largest transmission category for males is ‘men 
who have sex with men’ (MSM). This category 
comprises 62% of male cases. The next largest 
category for males is ‘IDUs’ which comprise 21% of 
maie cases and "IDUs who have sex with men,’ (7%). 
The other categories are: ‘undetermined risk’ (5%), 
‘heterosexual contact’ (2%), transfusion (1%) and 
hemophilia (1%) (Table 1). 

The largest transmission category for females is 
‘injection drug use’ (49%). This Category represents 
the principal route of transmission for women from 
the beginning of the epidemic. Most women with 
AIDS resulting from heterosexual contact are sex 
partners of IDUs. The second largest category for 
females is ‘heterosexual contact’ (35%)(Table 1). It is 
this category where there is an important gender 
difference. The heterosexual category is the only 


Table 1. U.S. Adult/adolescent® AIDS cases by exposure Category and gender 


ender 


SRErieaner ee Sek bee ies 


tein No, (%) No. (%) No. (%) 
Men who have sex w e 
Injection drug use iti Ph pec (62) ~ ~ 193.652 ($4) 


65,512 
Men who have sex w,'men : 


and inject drugs 23,360 
Hemophililia/coagulation 3058 Hh 
Heterosexual contact 7679 (2 
Transfusion 3660 1 
Other/undetermined 14,657 ts 


Total (%) 
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Fig. 1. Women with AIDS. Number of AIDS cases due to 
heterosexual contact by gender, U.S., 1984-1992. Source: 
Centers for Disease Control and Prevention. 


transmission category in which female cases exceed 
male cases. Since 1985, the number of female 
heterosexual cases has accelerated more rapidly than 
male cases (Fig. 1). 

The higher number of women with AIDS through 
heterosexual contact is the result of several factors. 
Most IDUs and all hemophiliacs are men. In addition, 
some men who have acquired HIV infection from 
sexual contact with men also have sex with women. 
For these reasons, there is a larger pool of infected 
men, and therefore women run a greater risk than 
heterosexual men of encountering an HIV-infected 
sexual partner [7, 11). 

Women are at greatest risk for HIV infection 
through heterosexual contact in areas of high injection 
drug use, where they are more likely to encounter an 
infected male partner. In some states where there are 
lower numbers of IDUs, sexual contact with a bisexual 
man accounts for a substantial number of heterosexual 
cases among women [20]. 

In addition to women’s higher risk of encountering 
an infected partner, efficiency of male-to-female 
transmission as compared to female-to-male trans- 
mission, also contributes to women’s risk. Several 
studies of discordant couples have indicated that 
male-to-female transmission is significantly higher 
than female-to-male [21-23]. Women’s vulnerability 
is increased because of a greater amount of HIV in 
semen as compared to vaginal or cervical secretions. In 
addition, there is a greater amount of mucosal area 
exposed in the vagina. Since the vagina serves as a 
receptacle, this area can be exposed to HIV for long 
periods of time. In contrast, the exposure of a 
susceptible male to an infected female involves a 
smaller vulnerable area and much briefer contact. 

The heterosexual category has particular import for 
adolescents. While seven percent of total adult cases 
(>20 years) to date are from heterosexual contact, 
eighteen percent of adolescent cases fall in this 
category [7]. The gender difference between adult and 
adolescent cases is also significant. In 1992, while 
13% of new adult cases (225 years) were female, 
38% of new adolescent cases (13-19 years) and 
26% of new adolescent cases (20-24 years) were female 
(Fig. 2). The proportion of adolescent female AIDS 


2% 


cases has more than doubled since 1987 when it was 
14% (24). 

Gender difference in cases resulting from heterosex- 
ual contact is especially striking among adolescents. 
Fifty-two percent of cases among female adolescents 
are from heterosexual contact. This figure compares to 
of male cases. Heterosexual transmission 
represents the largest transmission category for 
adolescent females while hemophilia represents the 
largest transmission category for adolescent males 
(Table 2). 

The growing rate of AIDS cases among adolescents 
is of special concern because adolescence is often a 
period of experimentation with unprotected sex, with 
multiple partners and drug and alcohol use. Anal sex 
is sometimes practiced by young people as a way to 
maintain virginity and to practice birth control [25]. 
The practice of unprotected anal sex is considered to 
be a major risk for HIV disease. 

Adolescents are seen as an important group to target 
with information about AIDS because patterns of 


health behavior and risk taking are often established _ 


during the teenage years [26]. Adolescence is often 
filled with psychological feelings of invulnerability and 
even immortality. These feelings present obstacles for 
AIDS prevention efforts. This age group, however, is 
an especially important one, since change in behavior 
in this group can help to prevent future problems 
among adults. 

This review of epidemiologic data has shown how 
the heterosexual AIDS epidemic continues to affect 
women disproportionately. The next section focuses 
on the behavior of men as members of the transmission 
categories described in this section. This focus is 
intended to illustrate women’s special risk for HIV 
infection vis-a-vis male behavior. 


MALE AIDS CASES 


In the following discussion, the author will 
construct a profile of male sex partners by forming a 
composite of what is known about their behavior as 
male AIDS cases. This section will review what is 


Adolescent 
(13-19 yr old) 


Young adult 
(20-24 yr old) 


se 
see eyes 


N = 1446 


[."] Male 
ae Female 


Fig. 2. Adolescent and adult AIDS by sex distribution, U.S., 
reported in 1992. Source: Centers for Disease Control and 
Prevention. 


N = 44,730 
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Table 2. U.S. Adolescent® 


AIDS cases by exposure category and gender 


Total (%) 


Males (%) Females (%) 
Exposure category a 


Men who have 358 (33) + : 7 nis 
oy seo 22. (7) 99 (20) 
njection 
Men who have sex 47 (4) te YY o 

w/men and inject drugs bes (44) 5 (1) 4 0) 
Hemophilia/coagulation disorder 2 (2) 354 (52) a in 
Heterosexual 45 (4) 44 u a S 
Risk iis 58 (5) » 2 abi 

1070 (100) 484 (100) 1Ss4 (100) 

Total 
*13-19 years. 


Source: Centers for Di 


known about the behavior of men who pose a risk of 
HIV disease to women. This will be accomplished by 
examining the way in which these males have been 
targeted with information about risk behavior, in 
addition to what is known about behavioral change in 
response to this information. The emphasis will be on 
behavior among males, and behavior of females will be 
discussed only as it relates to that emphasis. For both 
adults and adolescents, injection drug use is the 
primary link to the heterosexual population of AIDS 
cases. 


Injection drug users 


Injection drug users are usually identified in one or 
both of two settings: drug treatment centers and 
prisons. Seventy-five percent of users entering 
treatment are male (27] and 90% of prisoners in the 
United States are male [28]. Incarceration is often 
associated with drug use in some way. Almost all poor 
drug users will at some time rely on some type of 
criminal behavior to support their habit [28]. Many 
drug users were using drugs at the time they committed 
the crime for which they are incarcerated [27]. 

Since mainly what is known about IDUs is tied to 
their contact with either drug treatment and/or prison, 
most information about them concerns their socio- 
economic status and their criminal behavior. Much 
less is known about their gender identity and sexuality. 

Most imprisoned men with AIDS have been 
infected through sharing drug injection equipment 
[28]. Up to one-third of inmates report homosexual 
activity and up to one-half report injection drug use 
[29]. Both consensual and coerced sex between inmates 
does occur. Many men who engage in consensual sex 
with men in prison return to a heterosexual life upon 
release. These men_ will usually self-identify as 
heterosexual, as that is the life they left and plan to 
resume upon release. For these men, sex with men is 
seen as a temporary, situational behavior. For this 
reason, they may not be aware of the risk for HIV 
infection that their behavior poses to themselves, and 
to their female partners upon their release, 

Men in prison may engage in risky sexual or drug 
behavior because they are not knowledgeable about 
HIV and do not have access to information about 
AIDS. AIDS education in Prisons is problematic, This 


sease Control and Prevention, Surveillance Report, cases through December 1993. 


information challenges some of the basic tenets of 
prison administration. Since neither drug use nor 
sexual activity is supposed to take place in prison, 
information about HIV risk reduction is seen as 
acknowledging that these prohibited behaviors occur. 
And distributing condoms appears to encourage these 
behaviors. Some prisons do make condoms available 
{29}. Other prisons, however, have expressed concern 
about the possible use of condoms in drug packaging, 
firebombing, as well as for strangulation weapons [30]. 
Clean needles and bleach are not distributed to IDUs 
because of concerns about security [28]. Bleach has, in 
fact, been used offensively by prisoners against 
correctional staff (30). 

A vast majority (85-90%) of drug users do not enter 
any type of drug treatment (30). There are more IDUs 
in prison than other setting, including drug treatment 
centers and hospitals [29]. Public health authorities 
feel that correctional facilities are the best means of 
access to a group that is otherwise elusive to 
educational efforts. The recommendations of public 
health, however, often are at odds with those of 
correctional officials. 

AIDS risk reduction has also been seen as running 
counter to the goals of drug treatment. Advice to users 
on how to shoot drugs safely is in direct contradiction 
to the primary aim of drug treatment centers. Thus, 
information about HIV risk-reduction is not available 
at all treatment centers, and users are not exposed to 
this information in this setting. 

However, those treatment centers that provide 
information do have some effect. Exposure to drug 
treatment programs which provide information about 
AIDS, has been associated with reduced risk of HIV 
infection among users [31]. And sexual risk reduction 
among users in treatment was related to personalized 
risk: either knowing someone with AIDS or having 
one or more friends die from AIDS [31]. 

Since most drug users do not choose to enter 
(reatment, it has been necessary to find other forums 
for the delivery of HIV risk-reduction materials. Street 
outreach has been the primary approach used. As part 
of this effort, peer education programs that seek to 
empower indigenous persons have had some success in 
getting IDUs to use safe injection practices (26, 32). 
However, these programs have been less influential in 
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changing sexual behavior, particularly in getting |DUs 
to use condoms. IDUs are known to be inconsistent or 
ineffective users of contraception (26). 

Many IDUs who have changed to safe injection 
practices are still unlikely to use condoms (26, 32]. This 


was true in San Francisco, where safe injection. 


practices increased, with only a small increase in 
condom use by IDUs [31]. However, an increased use 
of condoms by this group has been attributed to 
intensive street outreach (31). 

A study of street IDUs found that peer support and 
a sense of self-efficacy were related to changes in sexual 
behavior [31]. In another study, situational factors, 
such as availability were predictive of condom use 
while self-efficacy was not (31). These findings suggest 
the need for more research on variables predictive of 
condom use. It may be that factors which lead to 
changes in sexual behavior are different for street users 
compared to users in treatment or in prison. 

Much has been learned from ethnographic studies 
about the behavior of IDUs (26, 32]. These studies 
have found a wide range of behaviors related to 
injection drug use, as well as great variance in 
sociocultural contexts of drug use that are relevant to 
HIV [31]. Such variation suggests the need for similar 
research on the sociocultural context of sexual 
behavior of 1DUs. 

Both male and female IDUs are resistant to the use 
of condoms in an established relationship [33]. 
Because they do not have multiple partners, these users 
do not feel that it is necessary to use condoms. IDUs 
do, however, perceive a need to use condoms when 
having sex with a prostitute, when engaging in 
prostitution, and when their main partner is engaging 
in prostitution [33]. 

The drug behavior of male IDUs is often 
clandestine. It is often a behavior that they engage in 
with other males and keep secret from their female 
partners. Female sex partners (FSPs) of these men are 
often not aware of their partner’s past or present drug 
behavior. Many men engage in this behavior for years 
without their female partners ever knowing. Male 
IDUs usually have FSPs who do not inject drugs 
themselves [34]. Although these women are at risk, 
they may not perceive themselves as vulnerable, and 
are therefore difficult to reach with information about 
AIDS. Attempts to reach nondrug-using FSPs 
through drug treatment and other programs for drug 
users have not been successful [35]. Some FSPs are 
aware of their partners’ drug use but are unwilling to 
confront them because for various reasons, including 
fear of physical violence and loss of economic support. 

Women who do inject drugs often report that they 
were introduced to drug injection by a male sex partner 
or family friend [26]. Women also may seek assistance 
with injections from these persons [26]. It does appear 
that the role of male IDUs is important in determining 
the risk for HIV of women who inject drugs as well as 
those who do not. 
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Men who have sex with men and women (MSMW) 


The categorization of homosexual and bisexual men 
into one transmission category in surveillance, 
‘MSM’, is highly problematic because of inconsisten- 
cies between sexual identity and sexual behavior. The 


- Category identified as bisexual can include men who 


are gay-identified but report a female partner at some 
time in the past; men who are bisexual and who 
self-identify as such; and men who self-identify as 
heterosexual, but occasionally have sex with men [36]. 
These three categories, as well as the exclusively 
homosexual category, can also include MSM for pay. 

An ongoing international research project on 
MSMW found that very few self-identify as bisexual 
[37]. Bisexual identity appears to vary among cultures. 
Most nalive men in Mexico who practice the active, 
insertive role in male-to-male sex, and who also have 
sex with women, do not view themselves as 
homosexual or bisexual [20]. The behavior patterns of 
immigrant Mexican men usually resemble patterns 
established in their native country, unless they have... 
undergone intensive acculturation [20]. 

In an analysis of surveillance reports from men with 
AIDS who reported having had sex with men, Black 
men reported bisexual practices more frequently that 
did White or Hispanic men [20]. From data on 
HIV-infected male blood donors, bisexual behavior 
was reported more often by Black donors than by 
White or Hispanic donors [20]. It has been suggested 
that Black men may adopt the bisexual lifestyle 
because of the stigma surrounding homosexuality in 
the Black community [20, 38}. 

The particular setting in which sex occurs is also 
important, and some men will have sex with men only 
in a specific context. For example, in prison some men 
may have same-sex relations because they prefer these, 
but others have same-sex relations because that is the 
only available option. This may be true in military 
settings as well. Since the behavior is situational, these 
MSMW may self-identify as heterosexual. 

The risk posed by MSMW is further increased by 
the fact that they are often IDUs [20]. In a study of 
injection drug use, bisexual-identified men were twice 
as likely as gay-identified men to report drug use [20]. 

This was also found in a study of 200 male 
prostitutes [41]. Bisexual-identified prostitutes were 
more likely than homosexual-identified prostitutes to 
use cocaine or heroin intravenously. Although these 
prostitutes had paid sex with men, more of their sexual 
encounters were with women [39]. 

Because of the clandestine behavior sexual and drug 
behavior of MSMW, their FSPs are often unaware of 
their risk for HIV. It is especially significant that in an 
analysis of surveillance cases of AIDS from 
1981-1990, one-fourth of men who self-identified as 
bisexual were married when they died [20]. 

Bisexual men who live in different social contexts 
manage their bisexuality differently and as a result, 
have different practices with regard to safer sex. One 
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study that compared three groups of MSMW— 


bisexual-identified, gay-identified and heterosexual- - 


identified—found that bisexual-identified men 
h men and women (40). But 
practiced safer sex with bot oe ss 
gay-identified and heterosexual-identifie men = 
ticed safer sex with men, but not with women (4 : 
Because of the different social contexts in whic 
MSMwW interact, there is a need for health education 
campaigns to target these men as members of these 

i t contexts. 
goers behavior that MSMW have in common Is 
their anonymous use of public sex sites {41}. AIDS 
educators have used these sites as settings for the 
distribution of risk reduction materials [41]. MSMW 
are often highly closeted and usually do not respond 
to gay-identified educational programs [42]. Because 
of the lack of self-identification among MSMW, 
educators may need to target these men in 
heterosexual settings such as the workplace [38]. 
MSMW and who self-identify as bisexual appear to be 
the group that is most responsive to safer sex 
education. Therefore, it is important that they be 
targeted as a separate group. There is also a need for 
therapy and support for bisexual men and greater 
visibility of bisexual organizations [43, 44]. 

As compared to the other groups of male AIDS 
cases, far less is known about behavioral change 
among MSMW. This is due to the problems in 
identifying and targeting this group of men. The risk 
that MSMW present to women has to do in part with 
their clandestine sexual and drug activity. This group 
of men serves as a good example of how behavioral 
Strategies need to focus on men rather than women, 
since these women are unaware of their partner’s 
sexual and drug activity, and thus are unaware of their 
” risk. 


Hemophiliacs 


Hemophiliacs are different from the two groups of 
male sex partners so far described, in that their 
infection is not the result of sexual or drug behavior. 
Rather, it is the result of the use of contaminated factor 
concentrate, the blood product needed to treat their 
condition. The risk that hemophiliacs present to their 
female partners is through unprotected sex. 

The risk for HIV that hemophiliacs pose to women 
has to do with the number who are infected. From the 
Onset of the epidemic, the level of infection in this 
group has been very high. Asa group, the hemophiliac 
population has the greatest Proportion of cases in the 
US. [45]. The National Hemophilia Foundation 
estimates that the level of infection among this 
country’s 12,000 severe hemophiliacs could be as high 
as 90% (45). Despite this, behavioral change to reduce 
risk to female partners has been slow to develop in 
this group. This Sroup illustrates the difficulty in 
implementing behavioral change since as a group, 
compared to other groups of male AIDS Cases, 
hemophiliacs are often more enlightened about health, 
because of the demands of their own illness. 


Despite their close contact with the health er: 
system, hemophiliacs do not use condoms consistent y 
(26, 46, 47]. The level of unprotected sex practiced by 
discordant couples, even after being apprised of the 
dangers, seems inconsistent. These couples often had 
to make decisions about having children because of 
concerns about transmitiing a genetic disease prior to 
the advent of AIDS. 

Adolescence is often filled with various types of 
risk-taking, including sexual risk-taking, and adoles- 
cent hemophiliacs have been particularly difficult to 
induce to change their sexual behavior (48). 
Adolescent hemophiliacs tend to be similar to 
unaffected adolescent males in their tendency to 
engage in risk-taking behavior [48]. Barriers to risk 
reduction among adolescent hemophiliacs include 
denial; decreased feelings of masculinity and sociabil- 
ity; and inheritance of a stimatized chronic disease [48]. 

Infected adolescents are the age group of 
hemophiliacs that thas received the most media 
attention involving publicity about school attendance. 


Asa result, young hemophiliacs often feel isolated in 


school settings. HIV infection comes at a critical time 
in the lives of these adolescents. The introduction of 
factor concentrate in the mid-60s allowed them to be 
involved in physical activities from which they 
formerly had been excluded. Prior to the introduction 
of this clotting factor, sports had been - an 
inappropriate activity for them because of the risk of 
injury [47]. 

Infected adolescents often describe feelings of 
confusion about their sexuality. Adolescents describe 
feeling confused over whether or not to date at all and 
if so, whether to have sex [47]. They also express 
confusion over whether to disclose their hemophilia 
and HIV seropositivity to their female partners [49]. 

Today hemophiliacs have less contact with the 
medical system than they once had, because they are 
now able to self-administer their infusions. When they 
did not have this type of control over their bleeds, they 
would often hide the nature of their illness because of 
fear of discrimination (50). In this way, factor 
concentrate liberated hemophiliacs and allowed them 
to achieve normalcy in their lives. Now, however, they 
are again reluctant to disclose their hemophilia to 
friends and employers because of its association with 
AIDS. Their reluctance to disclose is not in the 
interests of their own health, as immediate action is 
needed to control bleeds which can be life threatening. 
A great deal of passing and denial exists among the 
hemophiliac population because of this medical 
Stigma [51]. The National Hemophilia Association 
itself was initially somewhat reluctant itself to take 
action about contaminated factor concentrate because 
this concentrate had done so much to improve the lives 
of hemophiliacs [52). 

The reluctance on the part of hemophiliacs to 
disclose their hemophilia and their HIV Seropositivity, 
may be an attempt on their part to avoid any 
association with homosexuality or injection drug use. 
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The National Hemophilia Society contributed to 
homophobia in its initial recommendation that gay 
men be prevented from donating blood as a way to 
control contaminated factor concentrate [52]. Hospi- 


tal staff report that hemophiliac patients with AIDS. 


tend to go out of their way to make their identity and 
origin of their illness known [53]. Also in an effort to 
differentiate themselves from homosexual patients, 
they will ‘display’ their wives and children.? 

Perhaps in part due to homophobia, hemophiliacs 
have not sought out AIDS education or counseling in 
great numbers. There are early reports of a few isolated 
hemophiliacs who sought information about AIDS 
from gay service agencies, because these agencies were 
the only source available to them. For the most part, 
however, there appears to be a reluctance among this 
group of men to deal with HIV disease (47). Initially 
when learning that some factor concentrate was 
contaminated, some men chose not to be tested even 
though they suspected they were infected (47}. Others 
chose to cut down on their factor concentrate 
treatments (50, 52]. Generally hemophiliacs have not 
been in the political forefront in the AIDS epidemic 
like gay men, even though a majority are infected. The 
National Hemophiliac Foundation reports that few 
seek out therapy or attend support groups; instead, it 
is much more common for their wives to do so [54]. 


Transfusion recipients 


Compared to other groups of male AIDS cases, 
much less is known about transfusion recipients as sex 
partners. This probably stems from the fact that in 
contrast to hemophiliacs, they were not a group 
already identified because of a previous medical 
condition. Often transfusion recipients are categorized 
with hemophiliacs because both have received 
contaminated blood products. They are like hemophil- 
iacs in that their infection is not the result of sexual or 
drug behavior. They are also like hemophiliacs in that 
many chose to engage in unprotected sex despite 
warnings about risk [26]. But male transfusion 
recipients are unlike hemophiliacs in that there can be 
many reasons for their need of blood transfusions, and 
they may have not had as much contact with the 
medical system. 

In reviewing the male transmission categories, it 
becomes clear that not a great deal is known about the 
health behaviors of some male sex partners. Little is 
known about the specific behavior of heterosexual 
men as sex partners. For this reason, it may be useful 
to examine the behavior of male sex partners in other 
roles. Clearly the most information available about the 
behavior of male sex partners is in their role as clients 
of prostitutes. 


Paying and nonpaying partners of prostitutes 


Several early studies on heterosexual transmission 
involved prostitutes (55, 56], and female prostitutes, as 
a group of sex partners, have received most of the 
attention during the AIDS epidemic. Prostitutes and 


their paying partners are considered to be primary 
groups at risk for HIV infection. Secondary groups at 
risk are prostitutes’ nonpaying partners, and male or 
female partners of clients. 

Prostitution and injection drug use have always had 
a close affinity in the AIDS epidemic in the U.S. and 
Europe. These behaviors have provided an important 
interplay between sex and drug use, and are relevant 
to a discussion onmale sex partners for three reasons: 


(1) Early on in the AIDS epidemic, prostitutes 
were seen as a primary risk group, a conduit 
to secondary risk groups in the heterosexual 
population [57]; 

(2) Numerous studies of prostitutes in the U.S, 

* and Europe have found that their primary 
risks are injection drug use or sex with an 
IDU [33, 58-63]; and 

(3) The main sexual partners of prostitutes are 
often IDUs [35, 58-60}. 


Prostitutes have received far more attention than 
other FSP, as well as paying and nonpaying partners, 
for their role in the heterosexual AIDS epidemic. 
Accordingly, a review of major findings on what is 
known about prostitutes’ behavior may inform our 
discussion on the behavior of male sex partners. 

Numerous studies have found that prostitutes are 
more likely to use condoms with paying partners than 
nonpaying partners [58-60]. Nonpaying partners 
include boyfriends or husbands. Nonpaying partners 
pose a risk to prostitutes because they often have 
histories of injection drug use. The CDC multi-center 
study of female prostitutes found that the most likely 
source of infection for prostitutes was their nonpaying 
partners [58,59]. Because of prostitutes’ risk of 
infection from nonpaying partners, their pursuit of 
career alternatives other than prostitution may not 
serve to reduce their risk of HIV disease [64]. 
Nonpaying partners often do not consider themselves 
at risk because their female partners use condoms with 
clients. 

Even attempts to persuade paying partners to use 
condoms are often met with resistance. Worldwide 
prostitutes report that the main reason they do not use 
condoms with paying partners is because of the 
partners’ resistance or refusal (65). In efforts to educate 
prostitutes and encourage behavioral change, AIDS 
Community Demonstration Projects have found that 
it is important to treat the adoption of condom use 
with paying partners and with nonpaying partners as 
separate processes [33]. 

Various efforts have been made to train prostitutes 
in negotiation skills to persuade their partners to use 
condoms [65]. Prostitutes have been advised to refuse 
sex to partners who were not willing to use condoms. 
Prostitutes in Nigeria united in a campaign to refuse 
such partners [16]. These prostitutes enlisted the 
Support of veteran prostitutes and hotel managers 
when clients tried to renege on their agreement to use 
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condoms. The success of these — a6 —_ 
evidenced by the fact that after one year, y es 
to increase their fees, an indication se ed were a 

e selective in accepling clients. 
oe Aste condom acceptability trial pendula’ ns 
Paris among prostitutes and their clients ener os 
high acceptability rate when compared to t : os : 
condom. Three-fourths of the clients and one-half o 
the prostitutes found the female condom acceptable in 
comparison to the male condom (66). ; ‘ 

Few efforts have brought paid and unpaid FS s 
together. One exceptionisa project in Zaire that joined 
prostitutes and members ofa church group known as 
‘Mother’s Club.’ After discussion sessions about 
AIDS prevention, they made plans to organize 
educational sessions for their husbands as well as older 
children [16). 

AIDS prevention programs for prostitutes have 
realized that the control of HIV infection will also 
require behavioral change among clients of prosti- 
tutes. Although many programs have been successful 
in reaching prostitutes, reaching clients has proven to 
be a more difficult task [65]. Clients are not a well 
defined group, and often have little in common besides 
their utilization of commercial sex services. 

Some AIDS prevention programs employing 
prostitutes as peer educators have been successful in 
reaching clients (18). A few programs have included all 
persons in the social networks of prostitutes, including 
both their paying and nonpaying partners. These 
programs also have used males working as bar, 
brothel, and hotel personnel to educate clients 
(18, 67, 68). In the Netherlands, clients of prostitutes 
organized and distributed condoms to other clients 
_ (65). Programs in Africa targeting potential clients of 
prostitutes include interventions aimed at truckers and 
the military [68]. These programs have found it far 
more difficult to reach secondary groups of persons at 
risk, partners of prostitutes and clients. In an effort to 
reach high risk persons, one program targeting 
fishermen trained fish buyers as AIDS educators in an 
inaccessible lakeshore in Zimbabwe [69]. It appears 
that clients of prostitutes have been targeted mainly in 
the workplace. What has been learned about condom 
use by male sex partners of prostitutes could possibly 
be used to inform prevention programs for other male 
sex partners, similar to the way in which prevention 
programs for paid FSPs have informed prevention 
programs for unpaid FSPs. 


TARGETING MALE SEX PARTNERS 


In reviewing information about various types of 
male Sex partners, it is apparent that reaching men 
with HIV risk-reduction information can be difficult. 
In some cases, and for various reasons, men will not 
self-identify as Sex partners and may not be reached 
with information about AIDS. In other cases, because 
of various roles that men take as Sex partners, they may 


not constitute a well-defined target group. In either 
case, they are not reached with information. : 
By comparison, women have been targeted muc 
more with information at various sites, including 
churches, laundromats, Womens’, Infants and 
Childrens’ (WIC) centers, social service agencies, 
beauty shops, family planning and prenatal clinics, 
and sexually transmitted disease (STD) clinics [26]. A 
number of these sites are related to womens’ roles as 
mothers and homemakers. Women traditionally have 
been responsible for their own health and the health 
of their children and in fulfilling these responsibilities, 
often have contact with health and social service 
agencies. Heterosexual men are not targeted at as 
many diverse sites. instead, men have been targeted 
primarily as employees in the workplace [18]. AIDS 
needs to be conceptualized as a men’s health issue. 
Whenever women are included as a specific target 
group, there is an implicit message that men are not. 
One reason that women have been the primary 
target of AIDS prevention efforts is that they are easier 
to reach and more approachable [70]. It could also be 
that women are more likely than men to respond to 
health information. A case in point is Magic Johnson’s 
announcement that he is seropositive. That announce- 
ment had a greater impact on Black and Hispanic 
women than on Black and Hispanic men [7], 72]. 


GENDER ROLES, SEXUALITY AND AIDS 


In general, differences in health seeking behavior 
between men and women have been explained as a 
result of gender role training [73, 74]. Women are said 
to have a more sharply defined sense of the future and 
are more responsible about health concerns [75-77] 
Due to socio-cultural gender roles, women are often 


‘the caretakers in their families with the result that they 


take responsiblity for the health of their entire family, 
including their sexual partners. In this role in relation 
to HIV disease, women become risk managers for both 
their partners and themselves [78], and men fail to take 
responsibility for their own health. 

Women have sometimes been the primary targets of 
AIDS prevention campaigns. The second year of the 
five-phase national media campaign, America Re- 
sponds to AIDS, targeted women and sexually active 
adults with multiple partners [79]. (In the subject index 
of the catalog of America Responds to AIDS, there are 
22 references to women and only 15 references to men, 
excluding one reference to gay men [79].) This 
campaign which took place in 1988, aimed to reach a 
broad range of women, including women with 
multiple sex partners; female partners of IDUs; college 
Students; single parents; and the newly divorced (26). 
While this effort is laudable and the attention clearly 
overdue, the danger is that it serves to reinforce the 
idea that women are responsible for safer sex. This is 
especially true when a similar campaign specifically 
targeting men is not made. 

A situation similar to the subject index of the 
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America Responds to AIDS campaign is found in the 
subject index of the HIV and AIDS Education and 
Prevention catalog published by the Centers for 
Disease Control and Prevention. The catalog lists 26 
references to women and 6 references to men, 
excluding one reference to gay men (80). 

The exclusion of males in safer sex campaigns is also 


found in popular culture. Condom advertisements and ° 


discussions of safer sex have been included in 
magazines that target female audiences but not in 
those that target male audiences [12]. This exclusion is 
also found in the film, Sex, Drugs, and AIDS aimed at 
young people. The film includes a segment where a 
group of young women are discussing strategies to get 
their boyfriends to use condoms. There is no similar 
scene showing a discussion of condoms among young 
men [12]. 

Men are often targeted as a member of a couple 
rather than alone [18]. Men are sometimes shown 
somewhat coincidentally as part of a couple, such as 
sex partners of prostitutes [18]. Condom promotion 
campaigns deliberately target couples rather than 
individuals [68]. The problem with this approach is 
that men are targeted in their role as sex partners which 
could serve to relieve them of responsibility for their 
own health. 

It is important to examine the actual content of 
information about HIV infection in order to assess 
how it may reinforce traditional gender roles. Even 
when men are targeted, the information is sometimes 
general and not in any way gender specific. A good 
example is the brochure, Men, Sex, and AIDS 
produced by the American Red Cross (1988). The 
brochure does not address specific male concerns 
about AIDS, and does not differ very much from the 
more general brochure entitled, HIV Infection and 
AIDS (1989). The brochure, Women, Sex, and AIDS 
(1988) does, however, contain information specific to 
women, including considerations about pregnancy. 
This information seems appropriate to include in the 
brochure for men, since it is relevant to their role as 
fathers. In the same way, in much informational 
literature, advice to be tested is given to women who 
feel they could be at risk for HIV infection and are 
considering having children. The same advice is not 
given to men who are considering becoming fathers 
{10}. 

The impact of a positive antibody test on women’s 
decisions about childbearing has been given consider- 
able attention [81, 82]. The impact of a positive test on 
men’s decisions about having children, however, has 
not. More attention needs to be paid to reproductive 
counseling for men, since reproductive issues are 
relevant to men as fathers. It is not the case that male 
decisions affect only them. Lowering the rate of 
infection among males has consequences for both 
women as sex partners and their future offspring. 

A primary motivation of mothers for not becoming 
infected is that they are concerned about the future of 
their children (65, 68]. Accordingly, AIDS prevention 
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messages have incorporated themes about the need for 
mothers to stay healthy for their children. In the same 
way, prevention messages could promote the need for 
fathers to stay healthy for their children. 

A certain amount of sexism against men seems 
present in AIDS prevention information. For 
example, it is assumed that the same messages that 
work in reaching women will not work in reaching 
men. Perhaps in the lack of attention to men, there is 


an underlying assumption that men really do not care 


about safer sex practices and that men will not be 
motivated to change their behavior. Men are not 
treated as being responsive to health concerns, but 
instead as being uninterested and dependent on 
women. A negative image of men is present in this 
information. 

Programs that promote condom use among MSM 
have had success, both in terms of efficacy and 
acceptability [83]. Condom promotion programs for 
heterosexual men, however, depend more on the 
acceptability of condoms to the male partner than 
their actual effectiveness [83]. The AIDS epidemic has 
served to restore to men power over the consequences - 
of sexual behavior [83]. Women’s reliance on the 
cooperation of their male partners to use condoms is 
a return to a dependence on men similar to that of the 
1950s. The role of a woman in this interaction is to 
persuade her partner to use a condom or to terminate 
the relationship if he does not [84]. This issue over 
sexual decision-making must be addressed by women 
every time they ask a male partner to use a condom 
(78). 

Rather than directly targeting men as responsible 
individuals, AIDS prevention has given instructions to 
women on how to negotiate safer sex with their 
partners. Some programs have even designed 
appropriate communication strategies for women to 
use in response to various reasons that men give for not 
wanting to use condoms (18, 65]. These strategies work 
only in those relationships where women have some 
control in sexual decision making. For women who do 
not have this control, these strategies are not relevant. 
But perhaps even more important, these strategies . 
serve to reinforce the idea that safer sex is a female 
concern and responsibility. They fail to address the 
issue of why women should even have to negotiate 
safer sex in the first place. That is, they fail to address 
why safer sex is not a male concern and responsibility. 

Because of the problems associated with condom 
use, other types of prophylaxis have been rec- 
ommended, such as barrier methods that would give 
women more control [83]. The current introduction of 
the female condom may empower women [83]. Since 
it is used by the woman rather than the man, it gives 
women greater control over sexual decision making. 
Ironically, while empowering women to some degree, 
it may also free men from taking responsiblity for their 
health [10]. Thus, there is a certain amount of 
ambivalence among women about the real advantage 
of the female condom. 
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Lessons from family planning Aa 
Much could be learned about designing AIDS 
; ‘ous work in family planning 
prevention from previous + ene focused om weinsen 
pegene Hey egw about female responses 
was re ‘maces research, however, has 
pila pegs do favor family planning (86). ‘ ad 
lack of communication between partners, rather than 
iti lly accounts for failure to 
male opposition, that usually feel 
use condoms (88). But even though most men fee 
decision-making about family planning Is a joint 
responsibility, many prefer that their female Hart 
take responsibility for contraception (86). And amily 
planning programs have found that contraceptive 
methods used by women that do not involve partner 
consent are most effective for preventing pregnancy 

(83, 85]. 

Research has found that although men are 
interested in family planning, they do not want to learn 
about it from their wives [18, 65, 86). However, most 
men report that they learn this information from either 
their wives or friends [86]. Men do not generally learn 
about family planning from health care professionals 
because of the focus of family planning on women. It 
does appear that the lack of family planning 
information and services for men, rather than a lack 
of interest on men’s part, has prevented men from 
taking an active role. 

Programs that encourage men to take a more active 
role have used discussion groups, lectures, drop-in 
centers, counseling, ‘Father's Clubs’, and videos [86]. 
Some programs have provided family planning 
information in the workplace. Peer training programs 
using male counselors have been effective [86]. 

Family planning research has found that men’s 
reasons for favoring or opposing family planning 
differ from women’s reasons [18, 65). For example, 
men and women sometimes differ in their views about 
the number of children they want. In response, ‘male 
motivation’ programs have developed approaches 
that address men's concerns specifically. Family 
planners in these programs have found that special 
attention to men can produce a broader and more 
Sustained adoption of changed sexual behavior {18}. 

Family planning programs also learned thatin order 
to be effective, it was necessary to involve males. These 
programs also found that men were actually interested 
in getting information but did not have access to it. It 
does not appear that strategies for AIDS prevention 
have drawn on the lessons learned from family 
Planning. In fact, just like early family planning 


programs, AIDS prevention has focused on women, at 
times to the exclusion of men. 


AIDS and masculinit 'y 


Family planning messages have appealed to men's 
sense of responsibility to support their families, and 
family planning Programs have found that topics of 
special interest to men can be tied to family planning. 


For example, some condom social Ne. 
programs that tied their brands to sports have | > 
effective [86]. Some social marketing campaigns aime 
at getting men to use condoms for HIV prevention 
have found it important to separate condom use from 
family planning (16). These programs have found t 
useful to associate condom use with masculinity, 
promoting the idea that a man proves his masculinity 
by using condoms. While this may be effective for some 
men, it is based on traditional associations of what 
manliness is. Perhaps a more important message 
would be that real men take responsiblity for their own 
health by using condoms. 

Associating condom use with manliness also 
reinforces the traditional associations between mas- 
culinity and sexual performance. Traditional social- 
ization teaches ‘real’ men to initiate sex and to be in 
charge from beginning to end. This training also 
socializes men into thinking that ‘real’ sex must involve 
penetration. Penetration is seen as a goal in all sexual 
encounters. Nonpenetrative types of sex that do not 
require condoms are seen as a poor substitute for the 
real thing. In some cases, nonpenetrative sex may be 
practiced but only as foreplay leading up to 
penetrative sex. The traditional idea that sex is tied to 
male performance and must involve penetration is not 
changed. 

Traditional gender role socialization also results in 
different responses to using condoms by men and 
women. Since sex is tied to male performance, 
condoms are seen as interfering with that perform- 
ance. In a similar way, women are trained not to be 
knowledgeable about sex and not to let their sexual 
needs and preferences be known to their partner. 
Women may be reluctant to take the initiative in 
practicing sex that does not involve penetration. 
Women's sexuality continues to be tied to marriage 
and reproduction [87]. 

As a result of traditional male socialization, many 
men believe they must appear to know everything 
about sex. Because of this, men may have a difficult 
time learning about sex or about AIDS from women. 

Traditionally men are trained to appear as though 
they are always ready and willing to have sex. In 
response, women are trained to control men's sexual 
appetite by saying no. Women are seen as needing to 
be seduced and coerced into having sex. Traditional 
gender role training promotes different views and 
values about sex for men and women. Men are trained 
to be the aggressors, the active partners in all sexual 
encounters, and women, the passive recipients. Boys 
learn that sex is something that they are expected to do 
to girls, while girls learn that sex is something that is 
Supposed to happen to them [10]. 

Men are trained to see sex as a conquest with the 
number of conquests serving as an indicator of their 
manliness. This kind of training runs counter to safer 
Sex guidelines that promote monogamy. Monogamy is 
not seen as an alltractive way to demonstrate 
masculinity according to traditional socialization. One 
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study that examined gender differences in beliefs about 
safer sex found that men were less likely than women 
to mention monogamy as a option to prevent AIDS 
(88). 

Also related to manliness, traditional socialization 
teaches men that a ‘real’ man is heterosexual 
(10, 89, 90]. To be heterosexual, above all, is not to be 
homosexual. It is significant that males show higher 
rates of homophobia than females and that gay 
bashing is especially high among young males in their 
teens and twenties (89}. It is also relevant that 
heterosexual males are the most resi&€ant to 
homosexual transmission in families with HIV-in- 
fected gay members (91). 

The lack of response to safer sex guidelines by 
heterosexual males could be an attempt on their part 
to disassociate themselves from AIDS because of 
homophobic fear. As long as these homophobic fears 
exist, men will continue to deny that HIV has any 
relevance to their lives. They will continue to deny their 
own risk of infection and the risk that they pose to their 
female partners. 

Since gay sexuality has been less tied to rigid gender 
roles than heterosexual sexuality, gays have been more 
able to adopt safer sex practices. Sexuality issues have 
been dealt with as part of a gay social and political 
agenda [90]. In contrast, heterosexual sexuality has not 
had this political agenda and instead, has been tied to 
traditional gender role beliefs which discourage safer 
Sex. 

This section has shown how traditional beliefs about 
masculinity discourage safer sex practices. Women 
continue to be at risk because of rigid gender role 
practices. The final section offers some concluding 
remarks about gender, sexuality and the AIDS 
epidemic. 


CONCLUSION 


This article has examined the relationship of male 
gender roles and sexuality to the control of HIV 
disease. The implications of these roles for the 
continued spread of infection among women have 
been shown. The focus of AIDS prevention on women 
has been shown to be misguided in that it has made 
women primarily responsible for safer sex practices, 
without attention to important gender power 
differentials. Controlling HIV disease will require 
acknowledging the fundamental differences in power 
relations between men and women. 

The growing number of cases among adolescents 
highlights the need to recognize and change gender 
power relations that promote the continued spread of 
the epidemic. This will require that sexism and 
homophobia be confronted early on in the socializa- 
tion process of heterosexual males. 


Recommendations for research 


Based on the discussion offered in this article, it 
appears that educational messages were designed and 
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promoted without clear and detailed information 
about sexual and drug behavior. There is a lack of 
Systematic research on heterosexual adults particu- 
larly. The U.S. government has consistently prevénted 
a national sexual behavior study from being conducted 
because of political opposition to questions about 
sexual practices (92]. As a result, there is little 


- up-to-date data on sexual behavior. What data exist 


are based on small studies and add-on questions to 
household surveys (92]. In addition, researchers have 
not studied the social context in which men interact 
with one another, and with other women, as it relates 
to AIDS prevention. Therefore, the author maintains 
that more research on heterosexual behavior should be 
conducted first in order to provide good models before 
large scale prevention programs are implemented. 
Until this research is done, it will be difficult to 
implement prevention programs which are effective in 
moderating the AIDS risk behavior of men. It is 
encouraging that a future direction of research on 
sexual behavior of men is moving in that direction [93]. 

Control of the epidemic will also require learning 
more about the behavior of heterosexual men in the 
AIDS epidemic. What is known about men is often 
fragmented and unclear. Often the focus on men 
quickly shifts to women. A good example here is 
provided by topics included at the International 
Conference on AIDS held in Amsterdam in 1992 [94]. 
There were 22 formal sessions on issues specific to 
women [70, 94,95]. However, there was only one 
session that focused exclusively on attitude and 
behavioral change of heterosexual men, and that 
session was actually about women, not men [96]. In 
fact, one of the presentations at that session referred 
to women rather than men in its title [72]. According 
to conference organizers, only a few abstracts on 
behavioral change of heterosexual men were submit- 
ted to the conference, and as a result, no conclusions 
were reached on how to change male attitudes and 
behavior [70]. However, the need for rapid develop- 
ment and implementation of programs to change 
behavior of heterosexual men was emphasized in the 
summary of conference proceedings [70]. 

Men must be the focus and priority of AIDS 
research and education. Researchers need to study 
how men differ from women in their perceptions of 
risk, interpretations of AIDS prevention information 
and determinants of risk behavior. While changing the 
focus to men, it is important that it not be kept separate 
from AIDS prevention for women. What is learned 
about behavioral change among men can inform and 
affect AIDS prevention for women. For example, if 
men change their drug and sexual behavior, this will 
have health consequences for their FSPs. 

The new focus on men is not intended to mean that 
women should no longer be targeted. However, they 
should no longer be made to feel personally 
responsible for male behavior. Rather, they should be 
targeted with alternative gender roles designed to 
empower them in their relations with male partners. 
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Recommendations for health policy 


This article has illustrated the problems in gaining 
AIDS epidemic. Often the 
a clear profile of men in the tional 
term, ‘heterosexual’ is used to describe only wo 
' t separate from 
men as members of a couple but no ep 8 
women. AIDS prevention strategies will have to 
we clandestine’ sexual 
sensitive to the multiple and often a. 
practices of heterosexual-identified men. -— 
strategies must work on developing a more ye 
profile of males. Then, these strategies must ace oe 
directly, not as members of couples, and not thro s 
women. Women may have male sex partners who 
display a wide range of risk behaviors. hag : x 
profile of these males is gained, their FSPs wi 
continue to be vulnerable. Sat 

The problems that affect AIDS prevention for men 
are often part of a more general problem in 
educational messages. Targeting has been selective, 
fostering divisiveness and a sense of otherness [92]. 
Men have been targeted with information about AIDS 
to some extent as members of different groups of male 
AIDS cases (18, 90]. However, they have not been 
targeted as acomposite group of heterosexual male sex 
partners. 5 

Men also need to be targeted in more diverse 
settings. Mencan be targeted in many of the same ways 
that women have been. In the same way that AIDS 
prevention has targeted women in their role as 
mothers, men can be targeted in their role as fathers. 
In the same way that women have been peer educators 
to educate other women, men can be peer educators to 
- other men. The same kind of innovation that has been 
used to reach women can be used to reach men. 

Male issues related to AIDS are long overdue and 
must be included as part of mens’ health agendas. The 
recent men’s movement would appear to be an 
appropriate forum, since this movement is dealing 
directly with both men’s health issues and the ways in 
which traditional roles oppress men [97]. 

AIDS prevention strategies will have to avoid 
contributing to gender role stereotypes that run 
counter to the control of HIV disease. These strategies 
will have to be sensitive to the way in which 
reinforcement of traditional masculine identity 
encourages the continued spread of the epidemic. 

Control of the epidemic will require that men be 
given clear and concise gender-specific information 
about AIDS. But men must not only be given 
information; they must be expected to act on it. 
Control of the heterosexual epidemic will require 
sustained behavioral change among men, and unless 
men become a major focus of research and prevention 


efforts, women will continue to be at risk for HIV 
disease, 
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AIDS: SCIENCE AT A CROSSROADS 


The science of AIDS and its impact on the developing world 


In 1995, AIDS research stands at a crossroads. Over the past 10 years, much of the research on AIDS 
has centred on trying to find a cure or a vaccine, with very limited results. While more has been learnt 
about AIDS in a short time than about almost any other disease, many of the basic questions about the 
development of AIDS and the behaviour of HIV. the virus which leads to AIDS, remain unanswered. 


And the few treatments available for people with AIDS are expensive and beyond the budgets of 


evelopin untries — which account for nine-tenths of the worlds’ cases of HIV. 


This briefing looks at the main scientific issues the epidemic has raised so far and the challenges ahead. 
It reviews the basic information about HIV and AIDS and the available treatments for the disease, 
setting out what is known and what is still uncertain. And it analyses some of the controversies 
surrounding HIV. 


Since 1981, when AIDS was first identified, research has moved fast but not fast enough to satisfy 
anyone. A scattering of antiviral drugs exist that slow down HIV’s replication. but none can prevent 
the eventual onset of AIDS or death, Vaccines are now on trial, but even the most optimistic scientists 
suspect that these will at best offer only partial protection against infection. It is also unlikely a 
successful vaccine will be available in the next 10 years. Meanwhile, people continue to become 
infected at the rate of several thousand each day. 


Some scientists now believe that it is now time to re-emphasise basic research, to try and answer some 
of the enigmas posed by HIV. For instance, how does HIV attack the immune system, the body’s first 
line of defence against infection? Why do some people with HIV stay healthy for many years, while 
others develop AIDS quickly and die? Until we hold the answers to these questions, it may prove 
impossible to find an effective cure for the disease, or a successful vaccine. 


For the short to medium term, the outlook is difficult. 

But many hope it will become possible to devise therapies that will 
dramatically slow down the disease process and buy many years of healthy life. Even that more modest 
goal, however, is still a long way off. Moreover, even if new therapies and vaccines are designed, will 
they be affordable and available for developing countries? 


Beyond the biomedical problems, there are complex behavioural and social difficulties. Even though 
there are technically simple means such as condoms to stop the virus from spreading, those means are 
not available or acceptable to many. 

i It is not enough, for example, to 
advise people to use condoms when many women have no say in their partners’ behaviour and when 
childbearing defines a woman’s identity and status. 
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WATCH OUT FOR 


Accurate terminology 


fuse HIV and AIDS HIV, the human immunodeficiency virus, is the virus which leads to 
Do not confuse ' 


jori infected with 
i t majority of people who are in 
ired i ne deficiency syndrome. The vas . 
Speen k — eae ve) do not have AIDS and may show no ee emma! wes 
= a m will develop AIDS over a period of time. Terms such as ape i a : 
cas oe is unclear whether this means someone infected with HIV or ill wi 
a — 


Treat with scepticism any claims to have found a cure or vaccine for AIDS 


healers or alternative therapists have claimed to have found 
laims has ever been proved, although some treatments have 
ociated with AIDS, such as diarrhoea or thrush. 


In many countries, physicians, traditional 
a cure or vaccine for AIDS. None of 
proved effective in relieving some of the symptoms ass 


If you hear of a healer or doctor in your area claiming to have found a cure for ara try ‘yi to report 
it uncritically. Reporting such claims can ive false h to i ected or ill e, and encourage 

nscrupul ractitioners who stand to make money from these claims. Ask local AIDS support 
organisations, national or regional AIDS control authorities and respected medical or scientific sources 
for advice, comment and criticism to include in your articles if you report the claims. 


Even minor scientific advances can be magnified by inaccurate, or ill-informed reporting. For example, 
claims that a new compound “destroys HIV in the test tube” is not sufficient to proclaim it as a potential 
cure — bleach destroys HIV in a test tube, but it is not usable as a treatment for people with HIV or 


AIDS. 


If vaccine trials are being carried out in your country: 


What benefits will your country gain from participation? Are participants voluntary? Are they fully 
informed and do they fully understand the nature of the research? Are participants also given 
information on how to avoid HIV infection, for instance by using condoms? Is the strain (or subtype) 
of HIV the vaccine is designed for the most common in your country? If a successful vaccine is 
developed, has anything been done to ensure that your country can afford it? Contact your National 
AIDS Control Programme for information. 

A Panos briefing on HIV vaccine trials is available from Panos London (see below for details) 


TB and STDs — HIV’s dangerous associates 


Is investment directed at tuberculosis (TB) prevention programmes in your country? What about the 
prevention of sexually transmitted diseases (STDs), which increase the risk of contracting HIV? 


If AIDS is not considered to be a problem in your country, is any information available on the 
prevalence of other STDs within the country? HIV is primarily sexually transmitted — if other STDs 
are present, the conditions which favour the spread of HIV are already there. 


SS 


Soca dear is published as a service to the media. It is intended to stimulate debate and may be freely 
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lies ao Panos distributes a monthly features service for newspapers and magazines, the 
development. These ry aaa magazine Panoscope and WorldAIDS magazine which reports on AIDS and 
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press officer), Panos, 9 White Lion Street, London N1 9PD, UK. Panos features are available on electronic mail. 
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SOME KEY FACTS 


HIV spreads from person to 
sharing of contaminated need 
child before and during birth and 


inal or anal, through 
n through unprotected sexual intercourse, vag 
fs other saath a equipment, in infected blood, and from mother to 


through breastfeeding. 


An estimated 19.5 million people have been infected with HIV since the beginning of the pandemic. 


Nine-tenths of the world’s cases of HIV and AIDS are in developing countries. 


It is unlikely that a successful vaccine against HIV will be available in the next 10 years. 


There is no cure for HIV or AIDS. The few clinically-tested treatments which are available to help treat 
people with AIDS are beyond the health budgets of developing counties. 


The direct medical cost of treating AIDS is estimated at US$ 32,000 per capita in the United States. In 


Zambia, it is about US$ 374. 


In the North, political commitment to tackling AIDS may be faltering. The next few years will be 
critical in determining whether AIDS remains high on the world’s agenda or whether it is forgotten. 


HIV infection dramatically increases the chances of developing tuberculosis disease, from 10% in a 
lifetime to 8% per year. 


Sexually transmitted diseases (STDs) enhance the efficiency with which HIV spreads from person to 
person, partly by increasing inflammation and bleeding in the genital area. 


According to a 1990 WHO estimate, there are at least 250 million new cases of STDs worldwide each 
year. In the developing world, STDs are among the leading causes of disease burden. 
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AIDS: SCIENCE AT A CROSSROADS 


1. THE CHANGING PICTURE 
1995: Time to go back to basics 


AIDS research is at a crossroads. More has been learnt in a short time about AIDS than about almost 
any other disease, Yet the unanswered questions are among the most important. For example, why do 
some people with HIV remain healthy for many years while others rapidly develop disease? Why are 
effective drugs so elusive? Does the immune system put up an effective defence against the virus at any 
stage before it is destroyed and, if it doe&, can it be strengthened? So far, research has focused mainly 


on trying to find a cure for AIDS, and a vaccine against HIV. Now, scientists are concentrating again 


In May last year, the late Dr Bernie Fields, a leading molecular US biologist at Harvard Medical School 
in Boston, wrote in the journal Nature that it was time to rethink the strategy to concentrate more on 
basic science, such as learning how the disease damages the immune system, and less on the narrow 
pursuit of vaccines and therapies. “The focus on drugs and vaccines made sense a decade ago, but it is 
time to acknowledge that our best hunches have not paid off and are not likely to do so,” he argued. 


In the past 12 months, a number of AIDS research organisations have been rethinking their approach. 
Speaking at the Tenth International Conference on AIDS in Yokohama, Japan, in August 1994, Dr 
William Paul, an immunologist and the new director of the US government’s giant Office of AIDS 
Research (OAR), said he believed scientists were ‘‘at a turning point in the history of the disease”. 


He believed that “the current inadequacy of treatments for HIV infection and the absence of a vaccine 
to protect the uninfected are largely due to the wide gaps in our understanding of the [underlying 
disease process] .... If we do not provide innovative scientists with the resources and opportunities to 
attack the basic unsolved problems related to AIDS and HIV, we may find that a decade from now, we 
are no further along in our struggle.” 


The OAR has overhauled the US National Institutes of Health’s entire AIDS research programme — 
whose budget is US$ 1.3 billion — to devote more resources to basic science and fewer to Clinical trials. 


This return to basic research is leading some teams of researchers to examine in detail what happens 
when the virus infects people. For example, Dr David Ho and his colleagues at the Aaron Diamond 
AIDS Research Center in New York, US, have shown in research published by the scientific journal 


Nature in January this year, that, even when le have no symptoms of disease, the virus in their 
body is rapidly reproducing itself in large numbers. Each new virus particle stimulates the production 


of certain vital defence cells known as CD4 T cells. The researchers believe that this creates a rapid 
turnover of defence cells which then become catastrophically depleted, making the person vulnerable 
to other infections. 


Another example is the renewed interest in an important group of defence cells known as dendritic 
cells. In separate studies, researchers have analysed the effects of the virus on these cells. Dendritic 
cells act as “agents of introduction” in the immune system, bringing foreign proteins that enter the 
body, such as proteins from infectious agents, to meet the other defence cells and stimulating them to 
respond. As the first line of defence, these cells may be vital in protecting the body from infection. But 
some researchers have suggested that HIV destroys the normal function of dendritic cells, leading to a 
domino-like collapse of the rest of the immune system. 


Funding under threat 


While research into AIDS has reached a turning point, efforts to control and prevent the disease are also 
facing a crisis — this time for political and economic reasons. iti 

ing. This is despite evidence that preventing HIV infection is among the 
most cost-effective ways to protect the health of populations (1) and despite the urgency of the problem. 
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1994, organised by the French government, the World Health 
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‘gpa heen countries — France and the UK. In the US, the new Republican-led 


Congress has again expressed impatience and frustration with the UN system and has stressed its 


commitment to solving domestic problems rather than international ones. The next few sath will be 
critical in determining whether AIDS remains high on the world’s agenda or whether it is forgotten 


Brief history of an epidemic 

AIDS was first identified in 1981 when US doctors found a number of homosexual men suffering rare 
and debilitating diseases which only affect people whose immune system is severely weakened. By 
1982. US health officials had labelled the cluster of conditions the acquired immune deficien 
syndrome, AIDS. The virus which causes AIDS was identified in 1983 bya French team led by Dr Luc 
Montagnier and in 1984 by a team led by Dr Robert Gallo at the US National Cancer Institute. It was 


later named HIV, the human immunodeficiency virus. 


At a world summit on AIDS in December 


Through the early and mid-1980s, research moved rapidly, producing tests to detect antibodies to the 
virus and establishing the routes by which the virus spread and the extent of the pandemic. HIV was 
found in Africa, the Americas, Europe, Oceania and Asia. WHO set up its Global Programme on AIDS 
(GPA) and mobilised governments to start control programmes and prevention activities. By 1987, the 
first drug against HIV, zidovudine (AZT) had been licensed. 


ince 1981, some 4.5 million people have developed AIDS, according to WHO estimates — and this 
is just the beginning of a wave of AIDS cases that will follow as people who are already infected with 
HIV become sick. 


By the beginning of the 1990s, it was clear that the developing countries were bearing the 
overwhelming burden of HIV infection and AIDS. Today, WHO estimat at some 90% of HIV 
infections are taking place within the developing world, Already, more than 11 million of the estimated 
18 million infected adults in the world since the beginning of the pandemic are in sub-Saharan Africa. 
Africa’s epidemic coul outpa the explosive spread of the virus in Asia m 
populous continent. There, at least 3 million people are estimated to have been infected already, but the 
number could reach 10 million within just five years, says WHO, out of a global projected total of 40 


million. HIV is already estimated to be the single greatest cause of lost years of healthy life in young 
adult men in the developing world (1). 


2. HIV: A COMPLEX VIRUS 
What is HIV? 


f all life forms, HIV _belon n m le an lL vi , 
extremely simple, often having only a handful of genes wrapped in a protein coat, but a hijack he 
In itis Way, the vi that the cells make multiple copies of the viruses. Having replicated 
“agp fuses Can go on to infect other cells. This creates a problem for researchers: any 

interferes wi r f virus is also lik in Wi 
S 


normal cell functions, and to cause side-effects in the patient. 


Another problem is that HIV 
, Is Very V As th 
person, it can change rapidly € virus reproduces bins in the body of an infected 


Wi ; . —_ : F 
Meters 7 ooh a baffling array of different variants may be present after just a few months. 
en populations, meanwhile, the variation is even greater: different strains, or 
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subtypes, of the virus are circulating, cach of which may look quite different to the immune sysiem 

sient ) NO yw whether a vaccine based on one subtype of HIV will p lL against anoth | 
HIV belongs to the group of viruses known as retroviruses. Most life forms have their genetic material 
Stored by the molecule known as DNA (deoxyribonucleic acid) the so-called “blueprint of life”. 
Retroviruses, as well as some viruses, have their genetic material in the form of a different, related 
molecule known as RNA (ribonucleic acid). But the retroviruses — unlike RNA-based viruses such as 
measles, influenza or polio — have to convert the RNA into DNA before they can operate inside their 
hosts cells. They do this with the help of an enzyme (or biological catalyst) called reverse transcriptase. 


HIV infects several types of cell in the human immune system — the white blood cells known as “T- 
helper” or CD4 cells that are involved in orchestrating the immune response, and macrophages, the all- 
purpose “guzzler” cells that scavenge foreign material. HIV also infects cells in the brain. 


How does the virus spread? 


HIV is present in detectable amounts in blood, seminal fluid, vaginal and cervical secretions, and breast 
milk. It has also been detected occasionally in saliva, but there is no evidence that anyone has become 
infected through kissing alone. 


The virus spreads from person t rson through unprot exual intercourse, vaginal or anal 

ugh sharing of contaminated needles or other transfusion equipment, in infe l and from 
mother to child before and during birth and through breastfeeding. HIV is not spread by normal 
household contact such as the sharing of eating utensils, bathrooms and toilets, or by coughs or sneezes. 
Despite persistent fears to the contrary, there is no evidence that mosquitoes, bedbugs or other biting 
insects can spread HIV. 


The ‘latent’ phase is anything but 


In recent years, several teams of researchers have learnt that from the earliest stages of infection, the 
virus “hides” in the lymph nodes, where it is in close contact with a stream of incoming and outgoing 
T cells. Gradually, it destroys the immune system. 


The greatest public attention to HIV research has focused on work led by Dr Anthony Fauci at the US 
National Institute of Allergy and Infectious Diseases but others in France, Britain, the Netherlands and 
Australia had also reached similar conclusions. Together, their findings suggest that there is no real 
“latent” stage of infection: even while a person appears to be completely healthy, the vimus is destroying 
the architecture of the immune system, Late in the disease process, virus spills out into the bloodstream. 


The most recent studies, using the latest techniques of molecular biology, show that there is much more 
virus present in the body than earlier measurements had indicated. HIV reproduces itself rapidly and 
the CD4 cells that are mobilised to respond to it fight a losing battle to rebuild their forces. 


This period of asymptomatic infection (when a person is infected, and can transmit the virus, but has 
no external symptoms of illness), can last several years — on average, according to US research, most 
people who are infected with HIV will develop symptoms within 12 years. This delay may be much 
shorter in people who are subjected to many other infections and whose nutrition is poor, although there 


are few studies. f the world’ im 1 million le who_are infected with HIV ar 
am f thei tition 


AIDS is a collection of symptoms that develop when the HIV positive person’s immune system can no 
longer defend itself against all the bacteria, viruses and parasites in the environment. It can include 
weight loss, diarrhoea, tuberculosis and opportunistic infections with a wide range of other organisms, 
such as Cryptosporidium, a parasite that causes diarrhoea, cytomegalovirus, a virus that interacts with 
HIV and causes eye problems for infected people, Kaposi's sarcoma, a tumour primarily affecting the 
skin, and Pneumocystis carinii, which causes pneumonia. Once a person develops AIDS, they may live 
for two years or more if they have good treatment, or a year otherwise. 
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virus, suggesting that this is an important component of defence. 


3. HIV’S GLOBAL SPREAD 


HIV spreads essentially through sexual intercourse. People who have little access to information and 
limited control over their circumstances are particularly at risk, especially when their sexual behaviour 
is dictated by economic necessity. People who have other untreated sexually transmitted diseases, 
which increase the likelihood of HIV transmission during sex, are also at greater risk. The virus has 
therefore prospered in poor communities, mainly in the developing world, but also in the rich world’s 
deprived inner cities. Low levels of literacy and poor health care contribute to the problem. 


Increasingly, as HIV spreads, it brings with it another devastating disease — tuberculosis. One-third of 
the world’s population is estimated to be infected with the TB bacterium but only one in 10 will ever 
develop the disease under normal conditions. However, it appears that HIV _ infection dramatically 
hances of developing TB disease, from 10% in a lifetime to 8% per year. As a result, 
active TB is on the increase in many parts of the world. WHO has declared TB a global health 
emergency and predicts it will kill 30 million people in the coming decade — some of whom will also 
be infected with HIV. Currently, an estimated 5.6 million people in the world are dually infected with 
TB and HIV, according to WHO. 


Who is affected? 


Worldwide, at least 80% of infections are among heterosexuals. In the industrialised countries, the 
majority of affected people are gay men and injecting drug users, but heterosexuals are now the fastest- 
growing group at risk in these countries too. In the developing world women are becoming infected as 


fast or faster than men. WHO estimates that in Africa, overall, six women now become infected for 
every four men. 


The extent of homosexual activity and infection in many developing countries is unknown but likely 
to contribute to some degree to the total number of infections. There is evidence that men have sex with 
men all over the world. Often, they will not define themselves as homosexual or bisexual, Prejudice 
and legislation against homosexual activity in many countries hampers both the collection of 
information on men who have sex with men, and the existence of effective prevention directed at them. 
As a result, in many countries, no data exists on HIV infection and transmission through this route. 


But generalised Statistics belie the complexity of the global pandemic. It is in fact a string of separate 
V i i influen For example, in Thailand, it appears that 


ea phe subtype) of HIV has been predominant among injecting drug users in Bangkok while a 
: ‘nara - strain has been circulating among heterosexuals in the north of the country. There is now 
P between the two mini-epidemics: Clearly, injecting drug users also have sex. 


On the other side of the world, in Edinbur 


h, Scotland, a short period of needle-sharing am 
users in the early 1980s appears to have Pr pe g among drug 


aused an explosive epidemic of HIV whose impact is still 
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being felt a decade later. In neighbouring Glasgow, the rate of infection among drug users is 
dramatically lower. The importance of unforeseen local factors in all these mini-epidemics 


demonstrates the dangers of becoming complacent about the spread of HIV and the patterns of 
infection around the world. 


STDs: a major factor of risk 


Even given the complexity of the different mini-epidemics, it is difficult at first to understand why the 
broad patterns of infection in the industrialised world and the developing countries appear to be so 
different. Why do so many more heterosexuals have HIV in Africa, Asia, Latin America and the 
Caribbean than in North America, Australasia and Europe? 


One answer is that in developing countries, rates of infection with other sexually transmitted diseases 
(STDs) such as gonorrhoea, chlamydia, syphilis and chancroid are much higher than in the 
industrialised countries, and many of these STDs help to fuel HIV’s spread. According to a WHO 
imate in 1 re ar 250 million new ca f STDs worldwide ev ear and, wher 
have largel lined in the industrialised world since 1970s, in developing countries th 
are among the leading cau f disease burden (1). Estimates of the prevalence of gonorrhoea in 
pregnant women in developing countries range from 3 to 15%. 


Numerous studies have found that STDs help the spread of HIV, partly by increasing inflammation and 
bleeding in the genital areas and therefore increasing the numbers of cells that can harbour HIV. The 
effect is to enhance dramatically the efficiency with which HIV spreads from one sexual partner to 
another. In a population where the rate of partner change is very low and where other STDs are rare, 
the chance of becoming infected with HIV by a single sex act may be — very roughly — as low as 1 
per 1,000. But in groups where the prevalence of STDs is high, such as commercial sex workers, the 
chance of becoming infected appears to be much higher (2). 


Women, once again, are at greatest risk. With most genital infections, it is much easier for a man to 
infect a woman than for a woman to infect a man. In communities where medical care is difficult to 
obtain, STDs go neglected, often for months or years. Most STDs are simply and cheaply treated once 
they have been diagnosed, but women in particular may have no symptoms. 


A second answer to the question of why the developing world is so disproportionately affected is that 
women’s social and economic dependence on men makes them particularly vulnerable. Many women 
are in unequal sexual relationships where they cannot protect themselves. In many communities, they 
are not expected to discuss sex with men, still less demand safer sex. Women who have no income and 
no rights to property cannot leave men who may coerce them into sex, and may be forced into 
commercial sex work to support themselves. Young women are at the greatest risk of all. More than 
half of all infections in women happen before the age of 24, according to WHO. | 


4. DESPERATELY SEEKING ANSWERS: HIV’S MYTHS AND 
MYSTERIES 


More than virtually any other disease, AIDS has generated myths and far-fetched theories about its 
origin, its causes and even its very existence. These are probably linked to fear and denial prompted by 
a virus which is fatal, infectious, incurable and sexually transmitted — and can infect people for years 
before they show any signs of illness. 


Where did HIV come from (and where is it going)? 


HIV is not — despite persistent beliefs — an alien from outer space or an agent of biological warfare. 
It has close relatives in the animal kingdom. Immunodeficiency viruses are known to infect cats, cattle, 
and monkeys, for example. The closest relatives of HIV are found in monkeys, and many scientists 
believe that at some point in recent history, immunodeficiency viruses entered the human population 
from other primates. 
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“jumped” species separately and have separate ancestors. 
But no one knows exactly when either virus first entered the human population. Until recently, 
scientists believed that they had found the earliest clear, documented case of HIV infection in a British 
sailor who died in 1959 of a wasting disease and whose stored tissues were reported to be infected with 
HIV. However, this case is now in serious doubt. Whatever the outcome, there is no evidence of 


widespread HIV infection before the mid to late 1970s, anywhere in the world. 


The most plausible theory is that HIV entered the human population sometime in the past — maybe as 
recently as the 1970s but certainly within the last 100 years — and then remained isolated in a small 
or remote group who may not have been severely affected by it. Wherever the virus originated, its 
explosive spread began only in the 1970s when urbanisation, cheap travel and major international 
conflict increased the potential for people from different communities to have sex with each other. 


There have been claims of an isolated case of HIV infection in 1959 in Kinshasa (then Leopoldville), 
Zaire. But contrary to popular opinion, there is no evidence of widespread HIV infection in Zaire or 
anywhere else in sub-Saharan Africa before the mid to late 1970s. Successive testing of stored tissues 
and blood samples from the 1950s and 1960s has failed to find any HIV infection (4). Claims by 
Western journalists that AIDS is just a new name for an old disease long prevalent in sub-Saharan 
Africa have irritated doctors and others in Africa who recognised it as something new and different (5). 


ree i the virus makes copies of itself within the cells of an infected person, it makes errors in its 
. Sepeaenas Over time, therefore, it changes its genetic makeup significantly and develops 
lants (see page 3). By 1995, researchers had identified eight broad genetic strains (or 


subtypes) of HIV-1 . 
nar around the world, petri A to H, all of which belong to a group the researchers 


In North 
Riss of acaenae cones of HIV called subtype B is prevalent but in other populations, including 
Oviet Union, much of sub-Saharan Africa and Brazil, several subtypes coexist (6). 
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Polio vaccine exonerated 
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1950s. Monkey kid €s Of a polio vaccine that was tested in the Congo and Zaire in the late 
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However, this th ' 
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esearch Center in New York in 1992. There are several reasons why the 
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vaccine is highly unlikely to be responsible. First, HIV is unlikely to have survived in the kidney cells 
used to grow the vaccine. Second, the vaccine was given by mouth and HIV rarely survives in the gut 
Thirdly, the geography and the epidemiology are wrong: if HIV’s forerunner had been transmitted first 
to humans in the Congo on this scale, researchers would have expected to see an epidemic there first 
As has been shown above, there is no evidence of such an epidemic during the 1960s. | 


1 years 10 come IV_will presumab ontinue {c ate. It is possible that either more virulent o 
less virulent strains could emerge. What seems most certain is that the situation will become even more 
diverse and complex than it is today. 


Is AIDS a myth? ? x 


For the past eight years or so, a small but vocal minority in the AIDS research community — and a 
group of supporting journalists — has argued that HIV is not the cause of AIDS. Led by Dr Peter 
Duesberg, a virologist at the University of California, Berkeley, the dissidents argue that HIV is just a 
harmless passenger virus that happens to be found in all the people who get AIDS. 


The factors that cause the disease are not HIV at all, they argue, but lifestyle factors, such as use of 
recreational drugs or having many sexual partners. They claim AIDS can even be caused by the 
antiviral drugs used to combat HIV. such as AZT. Duesberg and others, such as Dr Robert Root- 
Bernstein, argue that the evidence linking HIV with AIDS is unconvincing. They believe that AIDS in 
Africa scarcely exists or has been grossly exaggerated; and they believe that current testing methods 
are not valid. 


Duesberg is a respected virologist and a member of the National Academy of Sciences in the US. A 
small number of scientists support him, but the overwhelming majority say he is selective with data and 
ignores the published literature. Nevertheless, his views have been publicised and enthusiastically 
promoted by some sections of the media, such as the Sunday Times in the UK. 


The gaps in scientific knowledge about HIV are considerable. There is a need for challenges to the 

lished research communi ut the questions that have yet to be answered are not those that 
Duesberg is asking, Unfortunately, many scientists have preferred to ignore Duesberg rather than take 
issue with him. This has two damaging effects: it allows him to gain status with the media for being a 
stifled dissenter; and it diverts public and scientific attention from the real, more demanding 
unanswered questions about HIV. 


The main points made by the “AIDS dissidents” are the following: 


* LV n n shown to meet the classical requirements, known as Koch’s postulat at m 
be met if a microbe is to be identified as the direct cause of a disease. Robert Koch, a German 


microbiologist, discovered the bacillus that causes TB, Mycobacterium tuberculosis, in 1882. His 
work was central in establishing the theory that germs cause disease. To prove that a microbe 
causes disease, Koch said, it must be isolated from a sick animal, given to a healthy one and seen 
to cause the same symptoms; then it must be isolated again. 


However, Koch’s postulates are in practice difficult to meet with a number of infectious diseases 
— including, ironically, tuberculosis. In the case of HIV, however, there may now be a near-perfect 
case, resulting from a disastrous laboratory accident in the US in which three workers were 
accidentally infected with purified, cloned HIV. In 1993, William Blattner of the National Cancer 
Institute reported that the three all had falling CD4 counts and one had developed Pneumocystis 
carinii pneumonia. None of the individuals had other risk factors for infection (7). 


@ Drugs. alcohol. a buildup of stresses on the immuneé om from contaminated blood produ and 
O00 many sexual partne¢ an all be blamed for destroying the immune em_and causing AID 
But lifestyle appears to be less important than Duesberg believes. Data from several sources 
suggest that haemophiliac men and gay men infected with HIV tend to develop AIDS at roughly 
the same rate (8). For the vast majority of people affected by HIV in the developing world, the 
“lifestyle” factors that Duesberg blames are irrelevant. For most, recreational drugs are not 
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» AIDS is not linked to HIV, and is not sexually transmitted. The epidemiology of HIV clearly runs 


against this claim. Within populations, where HIV is found, AIDS is found too. And if the disease 
were not the result of a sexually transmitted agent, it would not show the pattern of distribution 
within societies that it does show: it is concentrated largely among sexually active younger adults 
and, where the virus is prevalent, it is commonest among those who have unprotected Sex with large 
numbers of partners. Claims that the virus is “harmless” are cruel and dangerous, and insulting to 


those who have been infected. “ek 


e AIDS is linked to AZT and its side effects. Most people with AIDS have never been within a mile 
of AZT. The drug is economically beyond the reach of most people in developing countries. Within 


the industrialised countries, where AZT has been available to most people with AIDS, controlled 
trials have shown that the drug has significant side effects, but there has never been any evidence 
from these trials that it “causes” any of the symptoms of AIDS. 


Are HIV tests reliable? 
Some dissenters also argue that the existing tests for detecting antibodies to HIV are unreliable. Tests 


that are relatively affordable and used worldwide are designed to detect the antibodies that the immune 
system makes to respond to HIV, and not to detect the virus itself. Tests to detect the virus require 
expensive technology and sophisticated laboratories, and are generally not available in most 
developing countries. 


In the early years of AIDS, some highly-publicised studies found unconvincingly high rates of HIV 
infection in certain communities in Africa, using the simple antibody test for the virus, known as an 
enzyme-linked immunosorbent assay (ELISA). The figures quoted were sometimes as high as 60%. It 
turned out that some of these tests were invalid because of reactions between some of the reagents in 


the test and antibodies to malaria parasites in people’s blood Later generations of tests have had no 
aired peop hav : n 


A more Sophisticated test, the so-called Western Blot, has also now come under criticism, most 
Ammen gel in the journal Bio/Technology by researchers at the University of Western 
viens ae Na seroma Hate consist of bands on a gel that show the presence of antibodies to 
Miiane Poor ta "aie ’ the these tests produce results as accurate as for any other infectious 
fron pe the 4 preted, they too could be misleading, however. For example, a Western Blot 

nfected person may show a single band corresponding to an HIV protein, but in the 


absen , , 
“ena alana rest, It does not constitute a positive result. Careless or poorly-trained 
Y workers may be reporting occasional false positive results. 
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n the centres of excellence in sub i 
Virus Research Institute in E ce in sul -Saharan Africa, such as the Uganda 
‘Went and ities ntebbe, are checked from time to time by participating laboratories in the 


9 - Panos Briefing: AIDS: SCIENCE AT A CROSSROADS 


5. VACCINES: WHERE ARE WE NOW? 
HIV — a challenge to vaccine designers 


The search for a vaccine or vaccines against HIV has proved much more difficult than expected, 
Vaccines aim to protect people from infection with a particular microbe by stimulating their immune 
system to make a protective response against it. They do so by presenting the immune system with a 


“dummy” microbe — either a killed one, or a part of one, or a live but weakened one. But with HIV. 
there are some fundamental problems. 


. First, the virus is highly variable, mot just between the different subtypes (see page 3) but also 
within subtypes and even within infected individuals, each of whom may harbour a “swarm” of 


diverging variants. A vaccine based on one subtype may or may not provoke an immune response 
that “recognises” different ones. . 


e Equally difficult for the vaccine designer, HIV can enter the body hidden inside an infected cell. 
This puts it effectively out of reach of the immune system. No one knows for sure whether the 


specific immune response raised by cells in the mucous membranes in sexual organs is crucial for 
protection, but the question is an important one because most people become infected through the 


mucous membranes of the genital tract during sexual intercourse, not through the bloodstream 
ring bl n ion or injection with an infected needle 


e The immune response to infection consists of two broad arms: antibodies, which attach themselves 
to the virus and block it out of cells; and T cells, which kill infected cells. Most scientists believe 
that both arms of the system will be needed to protect against HIV. But so far, despite intensive 
effort, no researchers hav n_able to pinpoint exactly which parts of the immune response to 
HIV matter in protecting people from infection. Until they do, some scientists argue, it will be 
difficult to design a vaccine that works. Others, such as Ronald Desrosiers of Harvard University, 
disagree: they argue that the history of vaccines has been built on testing vaccines that may not be 
understood at all, but which have been found through empirical research to work (8). 


e Another problem is the lack of a good ‘“‘animal model”, Scientists usually study an infection and the 
effect of an experimental vaccine in animals, such as mice and monkeys, that can be infected and 
develop similar or comparable symptoms to humans. The animal can be vaccinated and deliberately 
exposed to infection to find out whether the vaccine works. In the case of HIV, however, the best 
model is the macaque, infected with the simian immunodeficiency virus (SIV). Chimpanzees can 
be infected with HIV-1, but because they are an intelligent, endangered and protected species, in 
short supply and prohibitively expensive, scientists are reluctant to use them. 


Who will foot the bill? 


And, as if the scientific difficulties were not great enough there is another, equally pressing 
economic problem, In the 1980s, pharmaceutical and biotechnology companies were enthusiastic 
about developing HIV vaccines. Even so, estimates in a report by the Rockefeller Foundation (3) 
suggest that the total private sector expenditure on HIV vaccine research in 1993 was around US$ 
25 million. The public sector, overwhelmingly the US government, spent US$ 135 million. Now 
that it is clear that the vast majority of infections are in the developing world, where few people 
or governments can afford to buy vaccines at market price, the motivation for the private sector 
is reduced — particularly since the US announced that it had postponed any large-scale domestic 
field trials of HIV vaccines. 


For instance, according to ethical 
guidelines on vaccine testing, participants to a trial must be volunteers; they must also be able to 
understand the nature of the research involved and any possible risks and effects associated with it. 
Because many of the issues linked to HIV vaccines are very complex, this is difficult to establish. For 
ethical reasons, people who participate in vaccine trials must also be counselled on how to avoid 


infection and to protect themselves. Thi 
infected, and make it more dif} or researchers to judge how well the vaccine Works, 0 WOW 
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become increasingly less important in the global picture. 


How researchers are tackling the issue 
i d in small groups of people, mainly in the 
than a dozen candidate vaccines have been teste 
ae to establish whether they are safe and to find out what sort of immune response they 
rovoke — two essential steps which have to be completed before a vaccine can be tested for its 
at to prevent infection. Most of these vaccines are based on genetically engineered forms of 
HIV’s protein coat gp120. All but one have been based exclusively on subtype B. 


Two vaccines made by US companies have been tested in large-scale safety trials. So far, ho wever, 
there have been no trials to test whether the vaccine can actually protect people from infection, but 
trials are due to begin next year on these vaccines. To establish whether a vaccine can protect people 
from infection, researchers will have to vaccinate a large number of people at high risk of infection, 
half with vaccine and half with a “dummy” vaccine or placebo, and then compare the numbers that 
become infected in each group. If the group that received the real vaccine has significantly fewer 
infections than the placebo group, the vaccine will be judged to have given some protection. 


In the meantime, the effects of these vaccines have been measured in laboratory studies where blood 
samples from vaccinated people are mixed with virus to see whether the vaccine stimulates antibodies 
and T cells and whether these can combat the virus. Overall, most of these vaccines stimulate 
antibodies against the virus and a few stimulate T cells, but in no case does the response last for lon 
[al any great strength, It is not clear how much protection these vaccines would offer. 


An important development in the 1990s has been the discovery by Dr Ronald Desrosiers, at Harvard 
University, of a very different approach based on a live, but genetically altered virus. Desrosiers found 
that a vaccine based on a live form of SIV can protect macaques from infection with the wild virus. 


The altered form of SIV used in the vaccine had had certain pieces of genetic material removed and 
failed to cause disease in the monkeys. | 


owever, there are major safety concerns, No one knows whether a live but we kened and “disarmed” 
viru l re ain its strength and its weaponry, through he mutation or through recombining with 
ale Datul Other researchers have found that deleted pieces of genetic material in SIV can 
rebuild” themselves, raising the possibility, however remote, that the vaccine virus could revert to 


normal and cause disease. Elsewhere, researchers discovered that infant macaques born to the 
vaccinated animals developed disease. 


her at these concerns are likely to make authorities such as the US Food and Dmg 
argue his ita imag alod dhe even considering authorising tests in people. Nevertheless, scientists 
8 where the risk of HIV infection is very high, the relative risk of complications from the 
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at WHO in Geneva in O 994, 
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certain STD clinics, or young adults in high-incidence districts, something like | in 25 is becoming 
infected each year. 


Vaccine trials: not for the faint-hearted 


Back in 1991, a number of countries with high levels of HIV infection declared their intention to 
prepare for field trials of HIV vaccines. WHO selected four to whom it would give support in assessing 
the protocols for trials and helping to develop the infrastructure and train personnel. They were: Brazil, 
Rwanda, Thailand and Uganda. WHO said that trials would be undertaken only with the authority of 
the sovereign state and only after the candidate vaccine had been field-tested first in its country of 
origin. ? ne 
Since then, much has changed. In 1994, the US decided to postpone indefinitely its own, domestic 
large-scale trials of the two most extensively developed HIV vaccines, leaving the developing countries 
on their own. The reason given for postponing the trials in the US was that there was insufficient 
evidence that these vaccines would protect people to justify large, costly trials now. However, US 
health officials stressed that other countries with higher incidences of HIV might take a different view. 


At the October 1994 WHO meeting, an expert group representing scientists, public health officials, 
activists and the private sector from Thailand, Brazil and Uganda and from the North concluded that 
trials could go ahead elsewhere provided the sovereign state authorised them. The expert group said 
that the pace of the epidemic in these countries meant that even a modest protective effect might be 
better than nothing. 


The first trials are now beginning in Bangkok, Thailand — aimed initially at confirming the safety and 
immunogenicity of the vaccine. Tests of whether the vaccine actually protects will begin about a year 
from now. However, the trials are beset even now with controversy. The pattern of subtypes in Thailand 
is changing rapidly and some scientists argue that the Genentech vaccine to be used in the trial — 
which is based on subtype B — is inappropriate in a population where both subtypes B and subtype E 
are prevalent, but where subtype E is gaining the upper hand. Others defend the trial, saying that until 
it is done no one will know whether a vaccine based on one subtype will protect against infection with 
another. : 


The question is important, not just for Bangkok, but for others in different countries and continents. At 
present there is virtually no eff ing into developing ‘vaccines based on subt revalent in 
Africa, such as A and D, Uganda is unlikely to start a trial until an appropriate vaccine has been 
developed, or until there is evidence that a B-based vaccine could protect against other subtypes. 
Rwanda’s AIDS research programme has been destroyed in the violent conflicts of 1994. Meanwhile 
Zaire, which had planned vaccine trials not directly with WHO, but with the US government, has also 
lost its AIDS research programme because of civil unrest. 


The real prospects for a global HIV vaccine are limited at present. First of all, it is unlikely that a 
successful vaccine will be available in the next 10 years. And, apart from all the. scientific problems, 


There is no estimate at present 
of how much a vaccine might cost, but it would almost certainly be too expensive for developing 
countries without some subsidy or other incentive from the public sector that would allow the private 
sector to recoup research costs. A number of such schemes have been discussed by the pharmaceutical 
companies and the international health organisations. So far no clear agreements have been reached. 
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In the South, the available data suggest the survival is much shorter. Doctors in the South are frustrated 
by the lack of basic antibiotics and antifungals they need to treat these opportunistic infections. But 
with total annual health budgets per capita of as little a 13.5 on average in sub-Saharan Africa, 


even these cheap drugs are out of reach, The antiviral drugs that attack HIV itself, such as zidovudine 
(AZT) are out of the question: one day’s supply for someone with AIDS costs about US$ 15. 


So far, approaches to the direct treatment of HIV have focused on either attacking the virus, by 


designing antiviral drugs or boosting the immune system against it. In addition, there is a wide range 


of drugs to treat opportunistic infections such as tuberculosis. 


The earliest type of antivirals are known as nucleoside analogues: they include zidovudine (AZT), ddI, 
ddC, 3TC, stavudine and FLT. All these drugs work in the same way: they mimic the protein building 


blocks (nucleosides) in a cell and stop the virus from assembling its genetic material. When HIV 
replicates, it has to turn its genetic material from RNA into DNA, which it does with the help of its 
enzyme reverse transcriptase. The enzyme builds up the chain of building blocks in DNA by 
assembling nucleosides from the cell. The “false” nucleosides generated by the drug join into the chain 
and stop further real nucleosides from being added, like a broken bead in a necklace. 


Trials of AZT show that it can benefit people with AIDS for a limited period by slowing down the 


process of disease. Howe er, its benefits a people who Start taking it when they have H 
Dut no symptoms will tend to develop AIDS as soon as they would have done if th 3 n 
taken the drug. Unfortunately, the drug can also have Significant side effects including anaemia and 
vate wasting. Nevertheless, a study from the US National Institute of Allergy and Infectious Diseases 
s i : ‘ a ai that the drug could cut by two-thirds the number of infections passed from mothers 
ey orn c ildren. Encouraging though this is, most pregnant women with HIV in the world have 
0 hope of obtaining AZT. And the long-term effects of the drug, if any, on a foetus are unknown. 
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Another approach is to give HIV-infected people infusions of purified human “messenger chemicals” 
or cytokines, which may modify their immune response to the virus. 


Alternative therapies 


A serious handicap faced by AIDS educators throughout the world is the growth of claims made by 
alternative or traditional healers that they have found a cure for AIDS. None of these claims has ever 
been substantiated. 
Given the paucity of good conventional therapies it is not surprising that a large number of people with 
HIV have tried various alternative and complementary medicines and therapies. These range from 
vitamin supplements and other simple djetary measures to crystal.therapies and astrology. The lack of 
resea rch on most of these makes it difficult to present clear conclusions, Nevertheless, many 
n hel h therapies, As with all medicines, herbal medicines may 
have toxic side effects and in addition, herbal medicines may contain toxic impurities. Because the 
alternative medicine industry is less closely regulated than the conventional pharmaceuticals industry, 
patients are obliged to check their practitioners’ credentials as closely as possible (11), (2). 


While there is evidence that some alternative therapies can provide relief from some AIDS-associated 
symptoms and infections, claims that alternative or traditional treatments can cure AIDS must be 
treated with extreme caution and scepticism, So far, none of the claimed “AID es” has ever been 
proved to work, and some practitioners have exploited the fears and weaknesses of their patients 
unscrupulously. 


However, particularly in developing countries where conventional modern medicine requires expensive 
imported drugs to treat HIV- and AIDS-related symptoms, traditional herbal remedies can offer a much » 
cheaper alternative. In many parts of the developing world, traditional healers are the first port of call 
for many ill people — a survey carried out a few years ago by the Zimbabwe Traditional Healers’ 
Association found that 80% of Zimbabweans consult a traditional healer at some point, and 30-40% of 
all patients go to a traditional healer first. 


Since the 1980s, pharmaceutical companies have been investigating plants used by traditional societies 
as potential sources for new drugs and treatments. According to The Lancet, fewer than 10% of the 
world’s estimated quarter of a million flowering plant species have been scientifically examined for 
their medicinal potential (12). 


The following alternative therapies have been used to treat patients with AIDS: 


e Homeopathy: some homeopaths claim success in treating specific symptoms of AIDS, such as 
night sweats or weight loss. Some have also treated emotional symptoms linked with the disease 
such as shock, depression and anxiety. Evidence is hard to obtain, however, since homeopathy is 
difficult to test using the randomised controlled trials that are favoured by conventional modern 
medicine. This is because homeopathic treatments are tailored to individuals, whereas clinical trials 
depend on giving large numbers of people the same treatment. 


e Special diets: some, such as anti-candida (a fungal infection commonly know as thrush, which 
many people with AIDS are prone to) diets, are designed to reduce the risk of opportunistic 
infections in immunocompromised people. Others, such as macrobiotic diets, are part of a strategy 
to increase the individual’s wellbeing, health and boost the immune system. 


e Physical therapies such as osteopathy, hydrotherapy, chiropractic manipulation and massage can be 
used together with alternative or conventional medicine. 


e Chinese herbal medicine: In marked contrast to other alternatives to Western medicine, traditional 
Chinese medicine has been at least partly researched. Chinese tradition considers that microbes 
cause disease in the body only when its life force is depleted. Most Chinese remedies tested against 
HIV appear to increase the resistance of the cells of the immune system rather than attack the virus 
itself. Some increase antibody levels, many are reported to increase T cell levels. More than 30 
products have been tested in animals and in healthy human volunteers. 
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e Other herbal treatments: In many developing countries where traditional medicine is still practised, 
traditional herbalists have tied various approaches to treat AIDS or associated illnesses. In 
Zimbabwe, after a spate of spurious AIDS cure claims by traditional healers, limited trials were 


ditional healers. These trials 
ied out by the Blair Research Laboratory on herbal cures from tra : 
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with AIDS, such as diarrhoea and weight loss. However, none of the compounds tested could cure 
AIDS or rid the body of HIV. 


A study conducted in Kigali, Rwanda (before the recent conflict) and in Kampala, Uganda, found 
that most women were using both traditional healers and modern medicine to treat AIDS and other 
diseases. The study also found that traditional healers were usually interested in collaborating with 
modern medical practitioners, and that all the healers questioned knew the symptoms of AIDS and 
the routes of transmission of HIV (13). There is also evidence that in many countries, traditional 
healers can sometimes help people with HIV or AIDS by providing psychological support and 
counselling. 


e Acupuncture, another Chinese traditional therapy, can benefit people with AIDS, both in long-term 
programmes and in hospices for those receiving terminal care. 


The cost of AIDS treatments 


AIDS is expensive. The direct medical cost of treating the disease has been assessed in a number of 
different countries (14). In the developing countries, on average, it is roughly equal to per capita GNP. 
In the rich countries, it often exceeds per capita GNP. For example in the US, in 1991, the cost of treating 
each AIDS patients was estimated at US$ 32,000 a year — or 161% of GNP per capita. In Zambia, the 
cost was US$ 374, or 96% of GNP. And in Zaire, the cost varied dramatically between US$ 132 and 
US$ 1,585 — which translates into anything between 78% and a staggering 932% of GNP (2). 


In much of sub-Saharan Africa, care provided at home in a person’s village may be extremely cheap 
while hospital care in a major city will be 50 times as expensive — and this is without antivirals. 


“tlre reported in 1993 that even in Tanzania, where the government pays a large share of 
mom er ected households had spent on average a crippling US$ 60 — equivalent to a year’s 
ihet ihe oe a on treatment and funerals (1). In Thailand, a small study in Bangkok in 1990 found 
was for drugs: AZT ohn asnostics and drug treatments was just over US$ 1,300. Some 80% of that 
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Practising obstetrics and gynaecology in areas with a high 


prevalence of HIV infection 


Douwe A A Verkuy! 


What is it like to practise obstetrics and gynaecology in a 
country with a high prevalence of HIV infection? My 
experience relates especially to Zimbabwe, but the same 
factors apply equally well to Zambia, Zaire, Uganda, 
Kenya, Tanzania, Malawi, and Mozambique. 

Within a population of 11 million in Zimbabwe, at least 
| million are HIV positive according to the official figures. 
AIDS often means “home-based care”; the nearest clinic 
or hospital, which has very little to offer, may be 3 hours 
away by wheelbarrow. Many patients who die with 
chronic diarrhoea lack a piped water supply nearby, an 
indoor toilet, or even a waterproof sheet. Every year in 
Zimbabwe there are 120000 confinements of HIV- 
positive women compared with 7000 HIV-positive 
pregnancies in the USA.' Transmission of the virus in 
Africa is mainly heterosexual and vertical, although blood 
transfusion still plays a part. Intravenous drug use is not a 
problem but alcohol is, by way of promoting risky 
behaviour. A secondary epidemic of tuberculosis (TB) 
(also among HIV-negative persons) adds to the difficulties 
in sub-Saharan Africa. 


Testing 


Patients seldom request an HIV test, and many blood 
donors have stopped volunteering because they do not 
want to know. Testing is done, in some cases without the 
patient’s knowledge, in cases of severe illness and in 
specific situations when knowledge of the HIV status 
influences management or increases understanding of the 
HIV disease. Although an infected individual might 
benefit from knowing that the test is positive, most 
patients have little control over their lives and cannot 
make plans for the future. Counselling, a magic imported 
word, does not work well where people are less individual 


and more components of an extended family, which 


nevertheless could eject the individual should it come to 
know about her HIV status. | 

Moreover, the health services could never cope with 
basic preventive care if it made a serious effort to track 
down HIV-positive patients. If a woman is tested and 
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found positive should one send for the husband and offer 
him a test? 12 partners of the 146 women identified as 
HIV positive in one study from Rwanda refused testing, 
and 10 (7:5%) of the tested were found to be HIV 
negative.? Within couples, HIV negativity in the man and 
positivity in the woman occurs especially if both partners 
are young. Will he abandon his wife and children and tell 
everybody why? She will need a new provider. Perhaps he 
will turn to another woman and become infected anyway? 
I know of “counsellors” who will not tell the husband that 
he is negative. 

There are severe difficulties related to the diagnosis and 
management of infertility. Gynaecologists often test for 
HIV before embarking on any investigations. But how 
should we tell a woman that infertility is one of her least 
problems? Many couples stay together if found to be HIV 
positive, but the additional burden of infertilirty may be 
intolerable. In Zimbabwean culture it is better to have had 
a baby even if the child died than never to have had a 
child. 

A widely held belief among nursing staff is that patients 
who are told that they are HIV positive give up and die’ 
much faster than those who remain ignorant of their 
condition. Should patients be offered a test when HIV 
infection is suspected but the HIV status has no bearing 
on management—eg, in cases of herpes zoster, large 
condylomata acuminata, or Bell’s palsy in the third 
trimester of a pregnancy? Although offering a test sounds 
fair and democratic, the patient cannot then choose not to 
know that her herpes is likely to be HIV related. Should 
she communicate the doctor’s suggestion to her relations 
and risk rejection, or harbour her fears alone? When I 
recently did a survey in the United Bulawayo Hospitals in 
Zimbabwe, 10% of 250 gynaecological outpatients 
indicated that they did not want the doctor to 
communicate his or her suspicion that HIV was involved 
if there were no therapeutic implications. I suggest that all 
patients at presentation at a health facility should be asked 
to indicate on a form whether they wish to be tested 
should the above situation arise. 


Gynaecology 

In gynaecological practice post-abortal sepsis, severe 
pelvic inflammatory disease, pelvic lymphadenitis, vulvo- 
vaginitis (often ulcerative), and tuberculous peritonitis are 
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fter a routine postpartum tubal ligation or pubj 
. ter : 
: | ae chronic vaginal 4 he abour. A new feature j 
increasing. Some ee ae rvilo HIV-related | osteomyelitis after pions ee! be related dasene teal 
re foun ine cause i Frage 
a ccneiay Amenorrhoea and infertility related retenuon ob Begs teh It to differentiate clinicalll 
apne are more common. Recto-vaginal fistulae in wpa poh sevchosis, cecebtal sisthdiie mma aaa 
etwee ; 
) ‘ unrelated to labour or trauma, ications such as toxoplasmosis, 
or ayes a nie Conventional repairs of __ related sper a. sakina been 2 puis pH 
“ * are ; ao i an ’ : 
; ; rate Seslé vaginal fistulae in HIV-positive | cytomegalovirus infection, y 
abour-re , ; ; 
patients end of the above-mentioned recio-vagina! ge Suggested changes in obstetric practice 
ae chen, wreuccenha, These «60 shea nahn Blood transfusions should be given only when thought to 
incidence and: progression of cervical oe more be life saving; old habits in this area die very slowly, 
med taney, Comction me egistm me discussed Protocols developed to prevent exchange of blood from a 
difficult and tuume consuming, ma teas gray $i low-pressure system (the fetus) to a high-pressure system 
marke ‘cervicel screening program (the mother) in potential rhesus sensitisation are 


remote.’ applicable in potential HIV infection up to the moment 
that the cord is clamped. External cephalic version and 
Obstetrics amniocentesis should be avoided, and the cord should be 


Pregnant women in Africa are pet screened for HIV, for clamped as early as possible. The longer a baby is : 
financial, psychological, and practical reasons. The latest protected in labour from direct contact with the mother’s’ 
government sentinel surveys of antenatal clinics oe blood and secretions the better. Artificial rupture of the ; 
Zimbabwe put the average prevalence of HIV oe rere * ” membaines and episiotomies should be done at the last 
24% in aPP arently healthy nice atasce ; : aa moment or better still avoided. Fetal scalp electrodes and ; 
babies of infected mothers become napa tpl ats ehig ms Shes eS collection from the baby’s head are contraindicated , 
— or he during Por a’ meterenalveis. te until the technique has been adapted ta make it safe. If 
» accordin ) - , : 
Biase 7h another 14% of vertical transmission in ea ctlarp hy Pep a 2 aterm 
established HIV infection." Thus about 42% of the babies liver; hould. te af full 4 
f infected mothers who breast feed become infected Instrum ental deliveries shou embeniGicied 
bolas during, or after labour. 14% (58% of 24%) of all P pean? te ben oe oe mer ep op was ts 
: 3 : ‘ : ; abrasions of the fetal head. ashing of the vagina wi 
mother/baby pairs will therefore be discordant at the time Bas E " > ae 
of weaning. These babies are at risk of becoming infected chlothexidine before an instrumental delivery. oF curing 
over and above the “natural” infection rate. The routine any. labour with =34 bared membranes should be studied. 
practices of health workers are worrying in this light. Take Robie should be rinsed immediately ater delivery. Extra 
a typical example of a newborn baby, its face full of blood: caution 1s required for caesarean sections. The scalpel — 
yp : ce eee : hould not be used for the full thickness: instead the last 
Ith dwife push : . oo 
Soden is crying vigorously, the midwife Aparna 2 part should be opened bluntly with the up of the finger in - 
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blood up the baby’s nose with a suction catheter. The . ‘ ‘ 
dangers are obvious and the practice is unnecessary. The order not to nick the baby. The operative technique 


natural history of vertically acquired HIV infection is not should be modified mf ore that the baby has very ath . 
yet clear in the developed world let alone in Africa. One Ore ae sd the mother 5 blood. bi wriaigage # the vertical 
study from Rwanda'' found that 19% of the babies of WRG Ears ewe by doing b alaag <r beste sey thcar: se 
HIV-positive mothers had died of disease 2 years after Known > fue oars ee feasible, one Se Oe 4 
delivery; this result Supports the widespread impression zidovudine = iiperey Vertaal infection ee iene es 
that survival time is shorter in Africa. during labour is too expensive. Careful wiping of the : 
How to care for perinatal patients potentially infected baby's face instead of suction should be enough in most : 
with HIV is not made explicit in nurse/midwife training _ S!tuations. The cord clamp should not crush the cord in 
facilities or in medical schools. Moreover, provision of ‘he Presence of maternal blood. 
humanised milk for bottle feeding is out of the question. Some treatment protocols will have to Be coated: ; 
Humanised milk costs 200 Zimbabwe dollars a month rae pth Tudent to continue long-acting penicillin : 
(approx US§25). The minimum wage in Zimbabwe is  W€ctions in a eS a woman with. @ny evidence oF . 
ff aneecand the annual health budget is Z$90 per person,  S¥Philis from the time of diagnosis uty a oe 
If antenatal testing was offered, nearly one third of the pacvent congenital syphilis, if she is not proven: ALY \ 
health budget would be needed if all HIV-positive negative. This approach is necessary because definitive . 
mothers were to be provided with humanised milk fora  "eatment of syphilis- is dificult in HIV-infected 
year. Apart from that, bottle feeding would automatically individuals" and because there is a strong correlation 
stigmatise mothers, and there would be many unwanted  >¢tween the two infections. A Study from Malawi'* 
Pregnancies because of loss of the contraceptive effect of Showed that 71-7% of male patients with positive syphilis 
breastfeeding. Every child, infected or not, is a potential  S¢fology were HIV positive. Babies of mothers with 
responsibility for the community since the extended  SYPhilis who have been treated routinely during pregnancy 
family—the social security system of Africa—is coll apsing _—Willl still need a course of Penicillin after birth. Cervical 
under the exponential increase in orphans. cerclage is contraindicated if patient and partner are not 
There is also an increase in Puerperal sepsis, massive known to be HIV negative. 


own origin, often combined with Wasting and Family planning 


infections If one partner is potentially HIV Positive, use of condoms 
is sensible. To prevent induced abortions, especially 


Unusual ; ; : because they are mostly illegal and therefore dan ' 
infections are also encountered—eg, peritonitis the “double Dutch” sada (condom plus lennuae 
EE 
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contraception) is advocated. Few women have the power 
to make their partners use condoms. If a pregnancy is 
contemplated the logical thing would be for both partners 
to have themselves tested for HIV first. Such a strategy 
looks good on paper but only the rich are able to organise 
testing for themselves. 

Availability of good reliable contraceptives and the 
relevant education is important in countries where there 
will be many orphans. There is considerable confusion 
about the effect of different contraceptives on the 
infectiousness of and susceptibility to HIV.'*'’ Condoms 
(female as well as male) are protective. Use of an 
intrauterine contraceptive device (IUCD) is irrational if 
HIV infection has not been excluded in both partners. 
Severe peritonitis in association with an IUCD is seen 
more often in patients with HIV infection. Other foreign 
bodies such as those used for osteosynthesis also become 
frequently infected.’ The situation in relation to hormonal 
contraception is unclear. Factors such as less bleeding 
(the combined pill and depot medroxyprogesterone 
acetate [DMPA]), more frequent bleeding (progestagen- 
only pill and DMPA), more ectropion (combined pill), 
less ectropion (DMPA, Norplant, progestagen-only pill), 
prevention of other sexually transmitted diseases, and less 
motivation to use a barrier method if a hormonal method 
is already being used are important. There is no evidence 
of an HIV-related increase in infection of the injection or 
implantation site of DMPA or Norplant. 

Patients known to be HIV positive who want to use 
contraception need a reliable method. Studies'*” and 
personal surveys indicate that in Zimbabwe, often 
mentioned as an example to other African countries in 
relation to family planning, nearly half the pregnancies are 
unwanted and/or mistakes, and 20-40% of pregnancies 
are conceived while combined oral contraceptives or 
progestagen-only pills are being used or have just been 
stopped (because of side-effects or unavailability). Drugs 
that affect the reliability of oral contraceptives are 
commonly used in HIV-positive patients, who often have 


diarrhoea too. Under these circumstances, sterilisation is — 


probably the method of choice in patients with children. 
To recommend sterilisation for a man or woman without 
living children seems very cruel, especially when we do 
not know for certain that a cure for AIDS will not be 
available before he or she dies or even whether the disease 
might be self-limiting. Injections, or better still implants 
(because there is no need to worry about contraceptives 
being out of stock for the next five years), seem the best 
choice. Unfortunately donors such as USAID do not 
facilitate the procurement of Norplant because of the 
cost, and political developments in the USA promise no 
improvement. By far the majority of patients are too poor 
to pay US$12 for Norplant. Studies on non-barrier 
contraceptives and HIV show that their potential effect on 
horizontal transmission is of a far smaller magnitude than 
that of vertical infections prevented, if a reliable 
contraceptive is used. Therefore oral contraceptives 
should lose their market domination for at-risk groups for 
HIV infection and pill failure. As it happens, these groups 
are often identical. 

What about abortion? In Zimbabwe there is a heated 
discussion about the legality of pregnancy termination in 
known HIV-positive women. Most of those who request 
help—about a hundred a year—have already lost one 
child and sometimes two to AIDS. Adoption, which is 
difficult because of cultural beliefs, becomes even more 
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difficult if a parent died of AIDS. The estimate is that five 
years from now there will be 9 million AIDS orphans in 
sub-Saharan Africa.” Doctors and nurses involved in the 
terminal care of HIV-positive babies are often blamed for 
not having tried to prevent subsequent pregnancies in the 
mothers. But imagine how hard it is to offer 
contraceptives to a mother who is losing her child from a 
vertical infection. Nevertheless, the last illness of her child 
will probably be the last contact this woman will have for 
a long time with a health worker who knows about her 
HIV status. 

Adolescents have an impossible task to find condoms in 
the rural areas where 80-90% of them live. Community- 
based distributors mainly responsible for contraceptive 
pills and condoms in such areas do not cater for 
unmarried individuals. A rural or small-town boy, let 
alone girl, could rarely obtain a condom without the 
whole community talking about it. This problem needs 
urgent attenuon since up to 30%?! of 15-19-year-old 
pregnant girls are HIV positive. Possible strategies include 
provision of condom-dispensing machines in bars, and 
perhaps in schools and mission and health facilities, and 
making the selling of condoms at cost price a condition 
for obtaining a liquor or petrol licence. Community 
leaders should also ensure that sex can be discussed 
openly, and exert their influence by example and 
education. 

Doctors have their own problems and private risks like 
everybody else and they lose colleagues and acquire extra 
family responsibilities. Professionally it is difficult to keep 
up morale when there are tragedies all around and to see 
the improvements in health indicators of a few years ago 
wiped out. Needle accidents are more than a 100 times 
riskier than in most of the first world where they are 
already cause for serious discussion. Tinkering with your 
car or even playing sport becomes dangerous because a 
resulting abrasion might be splashed by blood during the 
next breech delivery or soaked via a small puncture in a 
(re-sterilised) glove. 

Detecting a fungal infection between your toes, an 
infected mosquito bite, or an aphthous ulcer in your 
mouth brings on a cold sweat—and empathy with patients 
who do not want to be tested. 


A le) LONI RELA TE ee ae 

References 

1 Cotton P. Trial halted after drug cuts maternal HIV transmission rate 
by two thirds. JAMA 1994; 271: 807. 

2 Carael M, Van de Perre PH, Lepage PH, et al. Human 
immunodeficiency virus transmission among heterosexual couples in 
Central Africa. AIDS 1988; 2: 201-05. 

3 Bayley AC. Surgical pathology of HIV infection: lessons from Africa. 
Br F Surg 1990; 77: 863-68. 

4 Verkuyl DAA. Repair of a rectovaginal fistula with traction in a HIV 
positive patient. Br J Obstet Gynaecol 1994; 101: 1088-89. 

5 Borgstein ES, Broadhead RL. Acquired rectovaginal fistula. 

Arch Dis Child 1994; 71: 165-66. 

6 Hyde GA, Sarbah S. Acquired rectovaginal fistula in human 
immunodeficiency virus-positive children. Pediatrics 1994; 94: 94041. 

7 Maiman M, Fruchter RF, Guy L, et al. Human immunodeficiency 
virus infection and invasive cervical carcinoma. Cancer 1993; 71: 
402-06. 

8 Connor EM, Sperling RS, Gelber R, et al. Reduction of maternal- 
infant transmission of human immunodeficiency virus type | with 
zidovudine treatment. N Engl J Med 1994; 331: 1173-80. 

9 The European Collaborative Study. Caesarean section and the risk of 
vertical transmission of HIV-1 infection. Lancet 1994; 343: 

1464-67. 

10 Dunn DT, Newell ML, Ades ED, Peckham CS. Risk of human 
immunodeficiency virus type 1 transmission through breastfeeding. 
Lancet 1992; 340: 585-88. 


ee eee ee ee a aS 


295 


MATERIAL ON HIV/AIDS 


SENT BY 


MEDICAL MISSION INSTITUTE 
AIDS AND INTERNATIONAL HEALTH DEPARTMENT 
SALVATORSTR. 22 
D-97074 WURZBURG 


GERMANY 


) HSIIONA YET ERO) 
SHADVNAAL 
YOd SLOVSGA 


UWA AE ION 


soiydesy qiueny Aq pelutid 


a te 
SOU wry ee ae 
aon 1 Oe pacer 
Giese: saiZ * a eae 
‘ tro <« “a coreg N GF ACh ee 
' , . > pA: 7 Ly Case 
> e 14a é * *> s | poe Beate . 
, 2 eee * ‘£: ‘ | A Das 
. fe pant ens 
dat 
add eat 
na} 


ss 

‘a, ° ~ > < 
ENE e® 1246, ‘ 
APs Pag ath ee a 3 : A4hif & 
So : es 
sore sos is ok ‘ 
ES Wands Nam ; 

ih 


puny uonejndog SsuOneN peu 
UJIM UONeOGe|OO ul ‘eiqiweN 


<4. : 
\ 


i 


<=. 
~oaear 


. SODIAIVS Je1ID0S pue YrWjesH JO Asiulpy 


= ———— a! —_ se 
aa 


eyi Aq peysyqnd 


amy 


) 
WP 


‘ . a» i : 42s ' ms ) . 
- 4 a e 4 bl r - " 2. gh ‘ 
_ s - _ y c*, ‘ é 
- rf =: . ; . ‘ - 7 ' . ' : 
_— | 7 ~ ~ 
\y . ™ N eee 
Ss wy A 
i} . + . ; ~ a 
i > ' i) 
; we 
_¥ ~ 
ryens(| 
» 4 ‘ 
a - | 
. . “ ‘ 
’ ‘ 
ps 


y cl 


3 spusly JO uosiad Siu} WwodJ} 9BINSSAsd “ul 


8A!I6 02 JUeM YsN{ NOA ey) ay%!] NOA UOSIad aU} UUM as,NOA 


ao =. 
we 


“Oo 
= 
Ca 


UayM poob os sjaaj Apog ino, ‘Asee },us! ON BulAes 


"246 INOA Ss, ‘Os Aes 
“Opl] INOA /O1{SaP PjNOD NOA ‘x~as BulAey OU! pepensiad 
JO P9DJO} 9q }JaSINOA Ja} JO UI BAIB NOA 4}: ‘Ss! YIN. aUL 


* ,P0oB sjaay xas 

‘yBnous pjo a4,NOA {1 10} OD,, :NOA Buryja} si Apog uno, 
‘dn §uimoi6 jo wed jesnjeu e ‘Ayljenxas mau INOA si! SIU, 
"JEINJEU VYND sj! ‘AION },U0q ZIelIWe} puNOs siy} se0qg 


Zale 
> Fares 


en 


a 


"}!9SINOA JO BiNsUN PUe PasnjuOd [989} NOA 

‘Aps29|9 HUI. JO BJe1]UQDUOD },Ued NOA ‘JeEamMs spuey 

INOA ‘,ax!], NOA aUdsWOS JeSaU U@UAA “19e}]U09 o1ew!}U! 
910W “J8SO}D JO} P9dU e PUL UO!DeJ}}e Jo ‘sj115 pue 

SANB usaMileq SadualajsIp jedIsAyd 9yi JO sJeEMe BIOW MOU 
au@ NOA *S6u1\99} jeuolowa pue jed1IsAUd mau plaIM NOA 
aAiS YdIYMA SaUdW LOY JO sjeoIWaYd Bulonpoud “ysuly pooy 
“yiNpe saysees Apog inOA “KFS S! Suoisioap esau} JO BuO 


‘NOA pin 0} 94942 aq |IM YNpe JaYyIO 10 YUSIed OU UaYyO 
pue ‘aj! INOA 40 Ysoas yi O9ye |}IM YOIUM SUOISIDep 
axyew 01 YBnous pjo Mou ase NOA ‘pooulnpe yo Aemsoop 
94} 32 PULYS Ppue PUlYysq POoOoUpyiyd INOA BHulnes] sue NOA 
“O}l] INOA Ul Bu] jeIDads AJ9A e Si 19BBeUsAal e Bulag 


BSE NY: — 


saQn. 


ie ll eaceiall Seen pelle nde ae 
: 


————— 
nk neat inten teenie 


Assuiyy Siu) 405 eBuOIeH “gd AQ 
(E66L) Aduveubasg aBeusay uo Apnis e uo Wed ul paseg 
UOIePUNOY JUsWAdOJaAsG BeAN BeAN 
‘ueyyoew Bseaqswed ‘siuapnis OSNYN sSuoiejsues 
J91IN4 “WCF :vonesny ‘Bunipa ‘Buns, 


“SLNIWI9O02F IMONHIV 


PEEL “YdeEW 


AYVLAYDAS LNANVINYSd 


eylypewy *S uq 
~~) “pO 7™ 


‘pjsom Buibueyod bulpuewap e& YyliM adoo 0} suaheuaa) Jsisse pjnoo 
YIIYM SJBMSUC PUB S]ILJ aPIAOIA O} JOWAjJe Ue Si YOO S/y] UI 
Y¥SE] IND ‘volneonpa Jo aduepING Ul SaNIUNWWOID JO S/OOYIDS “SAY? 
-INYD ‘Salsimes JO S8/O/ BY] BDE/Aas P/NOYS YOO Si) JeY)] JAABOS 
-JEYM UONUAUI OU SEY SADIAIJAS /CIDOS Pue yeay {oO ANSIUIp aYL 


‘YIM XAS SSNISIP O] B/GEIIO{WOD /9af APY) 

Np OU S! aJAY] JEY) YUIY] VAIPIIYD UA]{O ‘*xaS aaey O] Vasp/iYI 
way) abeinoouea jybiw Ajuado xas SSNIsip O] Jey] pieye ase 
SIINDe aWOS “WaY) PUe]SsaPUN J, UOP sljnpe jaa, Ss1abeUaa)] BWOS 


‘synpe Buidojanap “bunod jo Alyenxas jesnjeu 

/@UJOU ay) pue xas JO abpajmouy JO yoeR/ e -wajgosd 2ISeg { Y1IM 
/eap {sow ‘uani6 suoseas ay] //@ JO “iNOIAeYag /eENxas Way) JOs 
9/QISUOAS3s 819M jjaj AVY) SssOjIey Ajljuap! 0] svabeuea) ve/qiuenry 
PaySe aM 'XAS BALY S]uaDsajOpe asay) Say¥eW JeYM INO pul; oO / 


‘d/ gswebe ase Ajaioos 

4ja4i JO SUON/pes pue syaljag ay] YBNOY) Vana xas Buir ey ae 
Sjusasajope veiqiueyy Auey “‘pjo syeak 91 PuNnove ave Ay] VayM 
Ageq ISI AY] aALY VAaWOM S, eIqnwepy #0 49QWINNG JueDYIUEIS vy 


‘GYOMIVOZ 


——— 


; SUE [I cney 


.- ABUYOboOL d22\¢ 


ee gl a 
CEI 


VE Oa 


Pe A 4. titi ZA a oe eg, oe, 

Maes os TA ES OZ 

uD 0 WT Pexebog Wo’ S10" huU 

“ZZ 

ahoag QL X8S “*] A= i , WA PA “c 
peau 4400p 7 & sy 49U BANS 
. ‘U0 BW 

>, OYUN Oc, AB YZ 2) 

SHYAMSNV JISN STYID SANTI 


XoS SNOY 440M FF 
T +79 '40;0 ndA. 
ay!) T euchve & 


WOON) SI4t IY 
DUD \9OOURNS| O>)!| > 
USIVIF | aodUEVyD ZN Uli; 

ADUTOI PL) CON (Hy a 
TIRE 220042 BUjOS| 42N2V |OOAL YL 
= -4Or, CLAY CUAL 


Ljhavew 
raoh daoy 


PSLTOSEL, 
ata 


& 


OL LU0M 
noh mou» L 


BYNAG 


JO} Apoos YS 4 youn 
you ssn J) 4 y\ 40 omer 
WL) zo? x7 0 400 DAT 
aq Arias we) WU non a 

SYAMSNV 4SN SAND SANIT 


"WO8U} JaMSUe O} SABM PUR ’X9S BAY O] SPIy J8UIO BpeNnsiad 
0} sjsi6 pue sAn6 Aq pasn saul; ay} JO aUIOS Je YOO] SN 1384 


‘ul 8Ai6 0} SpIy BDO} ULD 

jeu} ssed4 pue saiq ‘syuIAW- eyi BulAjynusp! ul sn paisisse 

aaey siabeusel ueiqiwenN “xas BuiAaey Olu! NOA ainssaid pue 
enbue 0} JUeEM OYM asoOuU}] JO} SJaMsuUe Huds BAeY O} PaduU okie 


“Q@JNIN} BUI Pue JJaSINOA JO MAIA INOA 
@HeYUS BUO-OU ja] pue jeO6 e aAey O} ‘lUaPIJUOD 1998} 0} PaduU 
NOA UOISIDOD-NA/ INOA O1 NDONS 011780J0 ul ‘eas Aes 01 NOA 


es pue al ||! 
"Sad Aes noA j1 Aeme un} 

IAA ul BAI6 1,U0M NOA UdaYM 
YBne; oum spuaiy aut “Ow Aes 


5j-78 


"Me? 8u} 

isureBe si yoium Buiyyeawos op 
USA JO XaS Al} O} SPIy SADI0} 
USO SPUdIJ} PUR SajewsseRlo 
}O 99Ue}da90e 9y} Hulso} 10 
.l009uN,, Buisq JO Jeasy} sUL 
“SPudiy JO dnosh e WoJ papnyjo 
“x8 91,NOA UaYyM Y6NO} S,11 | BAN) NAV | 

SGN31I¥3 WOW 3YNS L U0. Mop Wr" 

“Saud OGNV TIIVWHOVIE ‘2 f 


Fi OU 


“ON Aes 0} 

1461) ay} sAaey syi6 pue sAny 
‘a0i16e yi0g 41 ueddey Ajuo 
ued X98S pue ‘}sSISdaJ O} PueY 

1! pulyy syi6 pue sAn6B uylog 
‘U9W UY) JOMOT jIJIM JaHCOM 
sAeyu J.VOg sjii5 pue uswo/ry, 
SSANNV3AM ‘L 


‘Ssamsue 

9yi YUM pasedaid 49319q 9q |JIM NOA ‘sjoe} 394} MOUH pue 
$4912 4O SadA} ayl asiuB05as ued NOA 3] “paq oyu NOA 
396 03 saiHajens lUdIaID 9sNn sjUSWNBJe J0 Soul] ssauL 


‘ON ueew 

NOA jeu} Jeajd aq 0} AJ, ‘“asja BUO@WOSs IsNI si ajDe1SqGC 
94} Jey} Inq x9s JUeM OP NOA jeu} s}sabHns yu peaisus 

‘ON BulAes jou si siyy *,JUNe AW Buneaw Ww.) ‘mou 1OU,, 
JO “1 8>!] 1,U0M S>xjO} AW,, “5°38 ‘Ow BulAes JO} Uoseas 
JNOA se asja audawos Buiwejg Jo Bulsn pioay ‘Ajdas 1DauIp 
‘yyBiesjs e aAey 0} si xasS J0j NOA Bussey $,OUM 8UdaWwos 
Yum Burjeap uaym Jequewas 0} Bury) JueWodw! aul 


. (=. 
4 = as / 
ee ee Y 

Le ] 

s ‘ \a 


Mour 
Wane \\IM 


Sf Ey 
“AA. 


' 
geet, 
Gass, 


4) 
OY AY 
U Py elon) z 4 [ Uf 


ar 


‘SBUILEA} hw 
foedseai pnok 


Pa 
€ pero A\wo. 
. no 4r 


SYAMSNV ASN STYID S3NI7 


= 


S1j!} Guryed pioae pue ‘}snsy 
NOA \jNpe JayOUe JO JUsJed 
2 |}9} UEWOM JO UBW JB8Dj/O Ue 
Aq XdS JO} pajssey 31,NOA 3} , 
*x9S YUM Aed O} 
aaey 1,U0p NOA ‘, NOA jHUeU],, 
Aes 0} yBnousa si y! ‘ueUIOM 
JO UeW JaNjO ue WO INOAR} 
2 10 WI6 e BAIaD9u NOA 
UIUAA “NOA WOdJ xas ,Anq,, 
0} pasn sue syi6 pue Asuo-; , 
‘abe umo 
JINOA JO Spud pue Ajiwey 
WOJ} JO NOA S$1ND UOSJad 
JapjO Ue YIM sejyje UY , 
‘AoueuBed 
JO aSeSSIP $O HSU Je NOA 
Ind pue sduauedxea jenxas 
}O 10} @ BAeY ajdoOed ssau] , 
"NOA Buisn 
ase ajdoed esau} ‘Ss! yin} 
AYU] “JOAO}] JaPJO Ue sAeY 
0} JOOS Ajjeas $,}! YUIUY 
1y6iw spud uNOA pub no, 


tre 2 


4 


Vit, 4Ud1UW & 
ait naik ane pun 
AOD D LOS dy L190 
04 40U Azou> as 00K 


N3WOM ONV N3W 43010 “t. 


‘sad BuiAes Aq woy2 ,djey,, 0} Ainp snoA jou-si 41 pue 
‘ON Aes noA 31 Aexyo aq jim Adu *xas aney 1,u0p Aau} 
ji a1p Ady jim sou ‘uled aAey 1OU Op uawW.pue sAog A 
‘Daweuse 8q pjnous JO yHdIS SI oy 
ueow JOU Op Aau| ‘jeunjeu pue jewou ae (daajs siy 
ul WIGS YIM jjaswiy Slam, AOg e UBayM) SWedP aA a 
tins = | ‘jueubald 


& peels j,usey ay j! UaAa ‘Aog eBeugal e ‘so, gw 


om “jueubad 


1aR’ 11P9 “Arie: Ee Se Oe ye ae 


j 


9 
‘yueuBald 1e6 O} 


1165 @ JOJ JO GIS Ue Yd}ED 0} BDUO SBHxe} Ajuo 3 a 
‘YyaaWSWs3Y LSA 


7 


} 


or eeelt 
<5 
ottsge 


§ 1 ouGedd ¥OO 
a NOA as0joq ot 
Swit S 4sb9| 2) Nader 
reese +0 HOP 4SNw yl, paved 0 SNOuU 
WP Pidars eq 40 # vane +o I 


“Ol] INOA YOSIM UCD YDIYM jO 

Y10q “(G1S) e}UOD |eEnxes Aq pesids aseasip so AdueU 
-Baid aq ued 1jNseJ SUL *xas 0} UI BAI6 0) suBGeEUGA) 
eSsned ued XS PUL S98!PO" Jey) JO BdUeJOUB! UslIJO 


JSDGIIMONH AO ADVI “E 


‘xes yuBnosy) diyspuaisj 10 Bao} 
JNOA 8A0Jd 0} BABY JOU OP NOA: 


_ *pualdy Tr 
B JOU Sf aJNIN} pue a}i] INCA (WU Ve 
Sl 01 NOA syse OUM BUdAUY A\\ Si Ke 


"3 


‘ow 
Wyeu 
suouGaud 486 T 47 


‘Aeme uosiad 
Jeu) aseyd JIM Siu Buiog 
*poddes} sO pads0} 9q JOUURD 440m I VU? 


9A07 ‘SAO}] JI8y) d39ay JOU 
jueubed 1416 e 6ui1e6 Aa ao Qh ON 


19 Anon @c AnR oc Rinanois 


A djey of 
"NOA jo 
1UOJ} U! SBIWUNYOAO s,a}1| INOA YM ‘Ayeay pue BunoA ae 

NOA “POM 9} U! aSja ssayMAUe NOA ax!] UOSIAad JAaU}O OU Ss! 
O19] “UOSINd [eI 9ds AJA e Be NOA ey} asijea1 0} pseu NOA 
"$198 

“ANOA S! UOIDa}01d Jsaq INOA INg ‘xes As1 NoA axyew 0} syx9123 

1U919}JIP 941 aS!uBO9a1 0} ajqe aq ||IM NOA Mou Ag ‘sBul 

-|93} Swi pue Apoq @6eusel INOA puelsuapun 0} NoA djay ued an 


— sWONKO)FUY Of A. 


; ATASYNOA LNOGV GOOD ONIN334 


= We | (@) is Az 
4 = plat = F 
i a di Foam] ize aS 


*x9S 01 Oy Aes 0} si Aem aes Ajuo 9y} Ing 

‘NOA 1Oa}Oud djay UD WOPUOD Y “Sq|y sey UM daajs NOA uOsJad 
8U2 4! Ja} UED NOA Aem Ou S! day} pue ‘AyWeoy pue au SHO] 
4914389 SQiv JO AIH UY “HDIS BWODSeq NOA asOjaq SyedA AUeW JO} 
Apog 4noA ul ..21s ued ‘SNJIA SGI aul ‘AIH *PesNd oq JOUUeD 
SGIV Ppue sadjay 9!} SWOS ‘pajeas 9q ued SGIS JsOW UBNOUY 


i 


"yyeap pue sabeuseosiw ‘yadueD ‘ssaul! je}UaW ‘AW NJEjUI 
‘Ayjluays asned ued pue snojaHBuep ase Sly pue (aJ0s 

WOS) plosNueYS (Sqesd) Bol] SIGQnd ‘sqyeM jeWUSH ‘sijiudAs 
‘eaousouob se yons sqis *xas Buluinp uossad Auleay e 0} 
UOSJOd PalOajuU! US WO} PaIwWsuel ae (SGLS) Saseasip jenxas 


‘“SQIV GNV SQLS 


Ayunwwod pue Ajiwe} say Aq pauunys oq pjnoo 15 ve 
yeep asned PjNOd yoiyM YWiq pue 

Aoueub6ed ul suoinedijdwos jo y4siu Je sue SusyLOW sHeuse] ~ 
"yeep esned ued siu| “Ajsedoid way} JO} aued 
0} BUNOA 00} Bue SJdYy OW 9) pue ‘(AjaunjJeWsId) UOCOS 

00} uUJOq UaGYO ae SidYyJOW BHeuUsa} 0} WI0g saiqeg ~ 


woe mat Ailes 0 agg 


AUe INoUIM JaspNs YYyHIwW [ID ey PUB OMS es he 


Aauop “1216 ey} UOpuege yySiwW Ageg ey) 40 Jaye} aul @ 


Aqeq e JO} ase 0} SPUSIJ} 


jay pue uorjeonpa sey dn aai6 0} BAeyY II! 6 @ 


Spual Siy 9SO} 


IM pue ‘exo! e si jueUBaJd [416 e Sexe OUM AOC V & 


-AONVNOD3uc 


aj] JNOA uINs UBD XOS UE) 


JO Seouanbasuod eyUL ‘NOA sAo] JOU SeOP pue PUatyy JNOA OU 


“UO!LOIPPe 

INOA ,,peej,, 0} AguowW peau NoA 
payoippe a1,noA usym esnedeq 

‘QUID 0} NOA pea| ued ABUL 

‘gol e daex JO 

Apnis },ued noA esnedaq ‘8}!| 

JNOA AOljsep UeD Pure BAI} 

-oippe ase sBnip pue jOYyooy 

“Saiv yim 410 JUeUBasd 

dn axemM pjnod NOA spseMsaly 

*xasS eAey O] apewW aq 

ued HUNIP JO , pauOo}s, Ss! OYUM 

uosied yy °,,xeje1 NOA exew,, O} 

Bnip e 10 YUP e 1dad0e YFAIN 

‘ ‘dn-umos6 as0w 
jseadde JO jOOD BsOW Wey} exewW 

v 9seu} Buisn yuIu, Aew Spi 


"yoyuooje © 


pue sOhnup asajOAu! SsBAo;] 
yNnpe YUM sdiysuonejss UeYO 


TOHOODTV GNV SONY *S 


‘ssoBueus yim euoje Bulag 10 wos 


s! xas yYBnosy} asNiny pue aj] INOA ySIZ PINOM OYM auoAuy 


SJDNINDISNOD 


SOA47+ 


= 
ay 


3 


~~ 


TNS 
. 
SX 


Sanve 
SSS 
ay 
SENS 


NAN 
ANS 


SS 
SS 
SS 


‘puloryda 04 

2rO CUM Syst 2%} 
{oP shng { xvje2 PUD 
SIAYUP B\HI| Oo env} 


LL 


(QQUSPIJUOD YS9IDIUIS BY} U! Pe}eeJ} Aq j]IAA BDUBPUOdSAIOD |I'V) 


9ELZ-EOZ 49 ZH9T-EO™ (190) “JPL 

| HFOHIGNIM 

SELEL Seg ajlerlld 

SIDAIIS /eEID0S pue yyeapy sO ASU) 

— wut “D1 

| IANA OF SI AA 

~pesamsue pseu noA uonsenb e 10 

ESSNOSIP 0} 9x1] 1,NOA Wajqoid e sAey NOA OG 


éASueubasg 2 10 ajedI1U99 e ‘JUeM NOA OP LeEUM 
‘O4JNIN} INOA Hue JJasuNOA jnoge poob j9e4 #@ 


+. {S8N0YD PewJOju! ByYewW O} ajqe 
UN2xes"Aejap 0} JueWOdW! AJaA S11] @ 


UL 
*xaS JUBM JOU 
Op NOA jeu} Jeajo 1 ayeW ‘Buiuuibeq ey) WoOJy JSeUOY 9G A 
“aAea| ‘UOIeEN YS e Ul 
- ajqeyojywooun ase NOA 31 ‘sGuljaay INCA 0] UOI}JUaTIE Aed A 
‘aWwOU JO WOOJ e ul aJep e ulm suoje Hulsq PploAY @ 
‘ON SulAes 
isni Aq sjep e UMOP UIN] *xasS YUM sSelep Aed3ai1,U0q @ 
‘solep Buinp jouooje so SBnJup pioAy @ 
‘g0e|d pepnjoes 
Jo »Jed e 0} Buloh pioay ‘alep unNOA saye swoy iYGiess OD @ 
‘seoejd ayqnd ‘usdo ui Aes ‘ajep snoA 
UlIM 9UOCle jj “Spud jo dnos6 e ul ajep INOA YUM INO OD @ 
‘inoge Buryyou Mou», 
NOA BUOBWOS BAO} 1,UeCD NOA ‘Isn| Ss! ,IUBIS YSsIy TE BACT, 
‘a>1] NOA aBUd@WOS MOU 0} Hull1ea6 yo Aem pooh e si SNILVG a 


YAGINAINAY OL SLNIOd 


. —_ 


aA.1 "|S 
AVNAON 


*x9S aAey 

NOA ayHeW O} SHI} S8SN OUM BUOAUe YIM eNnBJe pue Ow Aes 
0] ajGe 8q 0} YBNOuSa JUaPIjUOD j994 “yJeSINOA UI BAZII|Ag @ 
‘9A01dWI UBD NOA JeUuM PUe Ppapasdons Na 
NOA B1J8YUM 92S “PsAaiyoe Apeasyje aaey NOA eYyM jnoge yuIUL/~@ 

‘aAaIyoeR UeD NOA jaa} NOA sjeo6 JO} Inq ‘YB 

wiy ‘NOA eBeinoosip ued yeyl sjeo6 ssyeasun ploAay 

‘NOA UO Ssiay} asodwi JO Wey) eBueys 

PUaIJ} BY} 19] 1,UOP Ing ‘pualy e YUM sjeob INOA aseys 


Pine oe a 
(eee 


ee oy 


DS thes roa e 


MATERIAL ON HIV/AIDS 


SENT BY 


MEDICAL MISSION INSTITUTE 
AIDS AND INTERNATIONAL HEALTH DEPARTMENT 
SALVATORSTR. 22 
D-97074 WURZBURG 


GERMANY 


> > 
a: 7 


2). 
~~. s i 


7 7 au > 
ey al 
ioe 


WHO 


—orriag Health Organization Press Office 


Pp FR fo2 2 


1211 Geneva 27 Switzerland « Telephone: 791 2111 * Cables: UNISANTE-GENEVA * Telex: 415 416 ¢ Fax: 791 0746 


Press Release WHO/70 
22 September 1995 
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DANGEROUS TB TREATMENT PRACTICES 
THREATENING LIVES OF AIDS PATIENTS 


The World Health Organization (WHO) today warned against incomplete and often harmful 
tuberculosis treatment practices that are robbing years of life from nearly a third of all HIV- 
positive people. 


According to WHO, HIV-positive tuberculosis patients could probably gain more than two 
years of healthy life with an improved anti-TB treatment strategy known as directly observed 
treatment, short-course (DOTS). 


"By failing to use DOTS to treat TB, we are ignoring one of the most practical and affordable 
weapons we possess to help people with HIV," said Dr Arata Kochi, Director of the WHO 
Global Tuberculosis Programme, following a meeting of representatives of foreign aid 
agencies, ministries of health and NGOs in Oslo, Norway. 


WHO estimates that up to two-thirds of all HlV-positive people who seek treatment are being 
misdiagnosed or treated improperly for TB. The most common error in treating TB patients 
has been failing to ensure that TB patients actually take their anti-TB medicine every day. 
Unsupervised TB treatment increases the likelinood that the co-infected patient will not 
recover from TB. This improper TB treatment practice also allows TB patients to remain 
infectious for longer periods of time, thereby putting family members, friends and health 
workers at considerable risk of becoming infected with TB. 


Other improper TB control practices are also contributing to the premature demise of HIV- 
positive people. According to WHO, health workers are often unable to accurately diagnose 
TB in an HIV positive person. In other instances, the anti-TB drug thiacetazone--which can 
be lethal to HIV-positive people--is still being prescribed in AIDS endemic areas. While 
thiacetazone is quite inexpensive, it causes the skin to become detached from the body in 
some HIV-positive persons and has other severe side effects in up to 27% of HIV-positive 


patients. 


— 
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"An estimated 266,000 HIV-positive people will die from TB ia gS Pci. Mh 
potentially preventable and treatable," said Dr Arata Kochi. "It is cruc 


about AIDS become aware about how to properly control TB. 


The Global TB Programme urged that two ste 


‘tive individuals. First, that all countries quic 
Be icoTs) control TB. DOTS is a strategy where a health worker or volunteer watches 


each 1B patient swallow a specific regimen of TB medicines for a six-month pect ds: 
DOTS strategy uses a combination of anti-TB medicines that ae not cause serious a e Ni : 
in HIV-positive people. This strategy has been nearly 100% effective in curing in bot 
HIV-positive and HIV-negative patients. DOTS has been recently used to great SUCCess In 
parts of the world facing the TB/HIV co-epidemic, such as New York City and Tanzania. 


Secondly, the Global TB Programme called for the mobilization of research efforts to address 
the most urgent, practical problems posed by the TB/HIV co-epidemic. This, TB/HIV. research 
agenda would investigate how to, 1) develop better ways to coordinate TB control and HIV 
prevention and care efforts at the district and community level, 2) improve diagnosis and 
treatment of TB in HIV-infected individuals, 3) remove barriers which discourage people who 
are ill with TB from seeking care in high HIV prevalence areas, and 4) assess the role of 


preventive TB therapy for HIV-positive people. 


ps be taken to reduce TB deaths among HIV- — 
kly adopt directly observed treatment, short- — 


So <= 


"We need to help equip primary health care workers with the means to incorporate AIDS — 


prevention and TB control strategies into their day-to-day activities," said Dr Paul Nunn, Chief 
of the Global TB Programme’s research unit. "TB workers need to understand how HIV will 
exploit unsound TB treatment practices. AIDS workers need to understand the importance 
of the DOTS strategy for caring for their patients." 


“While the two diseases greatly overlap, the UNAIDS and the Global TB Programme each have 
very clear and distinguishable roles to play in combatting the co-epidemic," said Dr Peter Piot, 
Director of the United Nations’ AIDS Programme. "If UNAIDS can succeed in preventing the 
spread of HIV, there will be much less TB in the world. If the Global TB Programme can 
Succeed in establishing more effective TB control programmes, we can greatly extend the 


en . HIV-positive people and save a considerable amount in the cost of caring for AIDS 
patients." 


According to WHO, TB is the leading opportunistic infection to kill HIV positive people. An 
eli 266,000 HIV-positive people will die from tuberculosis this year out of an estimated 
A\DS-related deaths. Likewise, HIV is increasingly playing a bigger role in the TB 


epidemic. Currently, only 9% of TB deaths are related to AIDS. al | ; 
expected to reach 17% by the year 2000. , although this percentage is 


for more lomneten coe 


r more information, contact Kraig Klaudt at (41-22) 791-4627 or C wane 
. ourtenay Singer at (41- 
22) 791-2189. Fax (41 22) 791 41 99. Global Tuberculosis Programme, WHO, Geneva. 
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mproving the quality of care for persons with 
{iV infection in sub-Saharan Africa 


abert Colebunders, Rika Decock, Moses Joram Mbeba * 


aring for persons with HIV infection is particularly difficult in resource-poor countries. In order to improve the quality 
care we first have to evaluate how such care is presently organized. We need a better assessment of the needs and 
smands of persons with HIV infection as well as their families. Care for persons with HIV/AIDS should be decentralized 
nd home-based care in a non-stigmatizing way should be promoted. The fight against discrimination of persons with HIV 
vould be intensified. A lot can be achieved by reorganizing and strengthening existing health care systems, by better 
stening to patients and families and by promoting solidarity among communities. 


ey words: quality of care, HIV infection, AIDS, sub-Saharan Africa 


n 1993 the World Healch Organization (WHO) éstimated 
hat there were 8 million persons with HIV infection in 
\frica.! AIDS has become the main cause of adult death in 
many cities in sub-Saharan Africa. In these urban areas it is 
.stimated that up to 50% of hospitalized patients in medical 
Jepartments have HIV disease.” The cost for the care of such 
arge numbers of AIDS patients is enormous. The World 
Bank has estimated that the care for a person with AIDS in 
Africa costs about 400 US $/year.? At the Kigali Hospital in 
Rwanda in 1993, 9.7% of the national public health budget 
was spent on AIDS care.4 Given the fact that most African 
countries are able to spend less than 3 US $/person/year for 
health care and that 1/3 of Africans even have no access to 
essential drugs such as penicillin and chloroquine’, such high 
care costs for AIDS may not seem justifiable. On the other hand, 
to deny care for persons with HIV infection in Africa is not 
acceptable. Therefore, we should learn how to use the little 
financial resources available in the most cost effective way. 
How can we improve the care for persons with HIV infection 
in Africa? First, health care interventions should be planned 
in such a way that no additional harm is caused, as this has 
certainly happened in the past. 


WHAT SHOULD NOT BE DONE? 
1 Creating false hopes ; | 
Every month, somewhere in the world, a cure for AIDS is 


announced either by traditional healers or scientists. Such 


* R. Colebunders', R. Decock?, MJ. Mbeba’ 

1 Department of Microbiology and Clinical Department, Institute of 
Tropical Medicine, Antwerp, Belgium 

2 Department of Social Medicine, Free University of Brussels, Brussels, 


Belgium 
3 Department of Community Health, Institute of Public Health, Muhimbill 
University College of Health Sciences, Dar es Salaam, Tanzania 

to: Dr, R. Colebunders, Institute of Tropical Medicine, 
Nationalestraat 155, 8-2000 Antwerp, Belgium, fax: #32 3 2476432 


‘discoveries’ generally get wide media coverage and often 
governments use them for political reasons. Such messages 
not only seriously jeopardize HIV prevention efforts but may 
also harm persons with HIV infection. Persons with HIV 
infection as well as their families may spend all their money 


in order to obtain the ‘wonder drug’. Apart from being ex- 


pensive, some of these ‘wonder drugs’ might even be toxic. 
When the patient realizes that the drug is not effective, he 
may become even more depressed because he loses his last 
hope. Such discoveries might hamper research efforts to find 
a cure for AIDS. Indeed, it may make patients reluctant to 
participate in clinical trials with promising drugs. On the 
other hand, expensive trials might be necessary to study the 
effect of these ‘wonder drugs’, even if there is no scientific 
basis to believe they may have a beneficial effect. This hap- 
pened with low dose oral o-interferon which was initially 
announced to be such a ‘wonder drug’. Recently, a WHO- 
sponsored study performed in Uganda showed the drug had. 
no effect at all.’ 


2 Creating false needs 

Certain clinical trials with expensive drugs should better not 
be performed when it is known from the start that these drugs 
will never become available to the local population. Antiviral 
drugs such as zidovudine, didanosine and zalcitabine will 
probably never have a place in the treatment of a person with 
HIV infection in resource-poor countries. They are very - 
expensive, have limited in vivo antiviral effect and many 
side-effects.® The claim that these drugs significantly improve 
the quality of life of persons with HIV infection remains 
unproven. Moreover, the use of these drugs requires biolo- 
gical monitoring, often difficult to carry out in developing 
countries. In spite of these limitations, these drugs are already 
used in several African capitals (often sold on the ‘black 
market’ for up to 3 times the price of the drug in industrialized 
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ul 
countries) and African AIDS control programmes are p 


; : 9 
under pressure in order to obtain them. 


3 Misusing the HIV test 
HIV testing is increasingly used in Africa, but often for wrong 


reasons (e.g. mandatory HIV screening before employment, 
mandatory HIV screening of prostitutes, routine HIV screen- 
ing in hospitals to protect the medical staff, etc). Moreover, 
the HIV test is often performed without pre-test counselling 
and without obtaining the consent of the patient. Post-test 
counselling services are often not available. HIV testing may 
be very stressful for patients and their families, especially 
when little can be offered. Moreover, it may lead to discrim- 


ination. HIV testing for diagnostic purposes should only be — 


done if this is thought beneficial to the patient. Voluntary 
confidential HIV testing of couples may be useful!! but pro- 
moting large scale voluntary HIV testing in order to diagnose 
HIV infection early will have no or very little impact on the 
HIV epidemic and is very costly. 


4 Spending money on research that will not result in 
health measures applicable in the region where the 
research is carried out 

Several large clinical trials are underway or planned to assess 
the efficacy of chemoprophylactic regimens for the preven- 
tion of tuberculosis not only in Africa (e.g. in Zambia, 
Rwanda, Kenya and Uganda) but also in Haiti and Thailand. 
Chemoprophylactic trials for the prevention of fungal infec- 
tions and toxoplasmosis have been proposed.”"!*!3 These 
studies cost millions of dollars. Results of such studies may be 
very useful for the developed world but will not be applicable 


to the majority of persons with HIV infection in developing - 


countries. 

In many African countries a lot of money is spent on clinical 
and epidemiological research but very little is done to effect- 
ively assist those who are sick. Competing research projects, 
funded by different donor agencies, are often duplicating 
studies that have already been done or are ongoing elsewhere. 
If the research carried out today does not lead to useful 


applications, international donors may decrease funding in 
the future. 


WHAT SHOULD BE DONE? 
1 Defining the real research priorities 


In order to improve the care for persons with HIV infection _ 


in Africa we first have to improve our understanding of how 
such care is organized. How is HIV testing done, 
patients cared for in hospitals, at home, in the term 
of the disease? What are the attitudes, 
tices of health care service providers co 
persons with HIV? 


how are 
in the terminal phase 
knowledge and prac- 
ncerning the care for 


We have to assess the needs and demands of persons with HIV 
infection as well as their families. What are their priorities? It 
s astonishing that in spite of more than 10 years of HIV/AIDS 
research in Africa, very little is known about these issues.!* 

It is important that such needs assessments are also carried 
out in communities where heavily funded research projects 


are not operational. 


2 Strengthening the Health care system 

Whilst awaiting the results of such studies, we propose the 
following interventions for improving the quality of care for 
persons with HIV infection. Such care should be incorporated 
in the general health care infrastructure. When this infra- 
structure is deficient, priority should be given to strengthen it. 
This includes organizing good STD- and tuberculosis-control 
services at first line health facilities. In the long run this will be 
the only efficient and affordable way to take care of the growing 
number of persons with HIV infection in Africa. Because AIDS 
will remain in Africa for a very long time we should develop 
long-term’plans for the care for persons with HIV infection 
which are sustainable with little or no external funding. 


3 Decentralizing care/organizing home care 
Care for AIDS patients should be decentralized to district 
health systems where care costs are likely to be lower than in 


reference hospitals. However, this requires a well-functioning 


district health system where services are provided to popula- 
tions in a continuous way through a well-organized referral 
system. As an useful adjuvant to formal care, home-based care 
should be promoted. Family members should be involved as 


much as possible in the care for persons with HIV infection. 


This can be achieved by informing them properly, by training 


them and by providing them with the necessary skills and. 
facilities to organize home care. This should be done with the 


help and under the supervision of the primary health care 
system. By doing so, unnecessary hospitalization can be 
avoided as well as expensive home visits by mobile HIV caring 
teams. In several African countries home-care programmes 
for AIDS patients were shown to be very well accepted by 
patients and their families.'® Guidelines for home care have 


been developed by WHO." Such guidelines should now be _ 


nationally adapted and evaluated. The main challenge is how 


to organize home care in a non-stigmatizing with a hig 
benefit/cost ratio.”° \s 


4 Introducing treatment strategies with a high 
benefit/cost ratio 

The emphasis should be on the diagnosis/treatment of infec- 
tious complications which are easy to diagnose/treat and 
which occur relatively early in the evolution of HIV disease, 
such as a Streptococcus pneumonia infection or a Salmonella 


infection. A priority should be to diagnose Mycobacterium 9 


CARE FOR PERSONS WITH HIV, SUB-SAHARAN AFRICA 


verculosis infections as early as possible, to improve the 
mpliance of patients with antituberculous treatment. An- 
her priority is the early diagnosis and treatment of other 
cually transmitted diseases which may favour sexual trans- 
ission of HIV. , 

uidelines for the medical care of persons with HIV infection 
ing an algorhythmic approach as proposed by the WHO 
ould be adapted to the local situation.’! Drugs with the 
ghest benefit/cost ratio should be purchased nationally in 
der to reduce costs. 


Organizing social support 

he care for persons with HIV infection should include 
oviding means for adequate nutrition and housing, assist- 
1ce with domestic chores, support for dependents, care for 
phans, etc. Funerals are very expensive and procedures to 
brain a death certificate are often complicated.’ This may 
ad to the unnecessary hospitalization of terminally-ill pa- 
ents. Procedures to obtain a death certificate should be 
moplified allowing AIDS patients to die at home. Because so 
vany AIDS patients die in hospitals, patients with other 
iseases may be afraid of being hospitalized and/or might 
eceive less medical care. 


| Fighting discrimination 

We have to fight against discrimination of persons with HIV. 
Phis should be done through continuous information cam- 
aigns targeted at the general public, schoolchildren, employ- 
es, health care workers, etc. Many persons with HIV infec- 
jon are afraid of disclosing their diagnosis to others. This 
auses additional stress. What persons with HIV/AIDS prob- 
bly need most is to feel that they are not abandoned, that 
hey are still loved by their partner and family. Persons with 
HIV infection should be able to receive free legal assistance 


ln case of discrimination and acts of discrimination against 
ersons with HIV infection should be recorded. 


] Fighting misconceptions kh: 
There are still a lot of misconceptions about HIV/AIDS. 
Certainly the role of traditional healers in the care for persons 
with HIV infection should be recognized.”” But these tradi- 
tional healers should be well informed about the disease and 
should collaborate with national AIDS control programmes. 
Misconceptions about HIV/AIDS were common among tra- 
ditional healers in the Mwanza Kagera Region in Tanzania.”? 
From Zimbabwe it was reported that certain traditional heal- 
ers advised HIV-infected men to have sex with young girls ‘to 
clean themselves from the disease’.”* 


8 Establishing priorities in a realistic way 
AIDS will remain in Africa for many years. Even if an 
effective treatment or vaccine is found, it is very unlikely that 


this will solve the problem of AIDS in Africa. It is very 
improbable that the cure of AIDS will consist of one single 
cheap drug. It is much more likely that it will consist of a 
cocktail of antiviral drugs, maybe one or more immune modu- 
lators and a combination of prophylactic antibiotic treat- 
ments. All this will be very expensive. Therefore, it is unlikely 
that large numbers of AIDS patients in Africa will be able to 
receive such treatment. For the moment there are a number 
of HIV vaccine candidates but we have no idea whether one 
of these vaccines will offer any protection. If an effective 
vaccine is found it will certainly be expensive. This makes it 
unlikely that, in the next 10 years, large-scale HIV vaccina- 
tion campaigns will be started in Africa. Moreover, it may be 
that, once an effective HIV treatment or vaccine is found, 
the willingness of the industrialized countries to help solving 
the AIDS problem in Africa will dramatically decrease. In 
this way, Africa will remain with its HIV/AIDS burden. A 
same scenario was observed with tuberculosis. Once an effect- 
ive treatment for tuberculosis was found, the international 
effort to help developing countries to establish effective 
tuberculosis control programmes, decreased. This experience 
leaves very little place for optimism conceming the AIDS 
epidemic in Africa. 


In their fight against AIDS, African countries will have to 
rely mainly on themselves. African communities themselves 
will have to organize the care for persons with HIV infection 
as well as HIV prevention activities.2> We have to be realistic ~ 
about what can be achieved. In the field of HIV prevention, 
highly cost-effective interventions have been identified, such 
as social marketing of condoms, treatment and control of 
other STDs and HIV screening of blood transfusions. These 
interventions should now be implemented on a large scale. 
As far as treatment is concerned, we have to admit that there _ 
‘is little we can do, even in rich countries. In developed © 
countries, antiviral drugs are available as well as more facilities 
to treat opportunistic infections. However, often this may 
‘lead to prolonging the suffering of the patients. Africa has the 
advantage of the tradition of the ‘extended family’, whereby 
families take care of sick members. In the absence of a family, 
‘the clan’ may take over this role.26 A lot can be achieved by — 
reorganizing care, by better listening to patients and their 
families and by promoting solidarity among communities. 
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Impact of improved treatment of sexually transmitted diseases on 
HIV infectian in rural Tanzania: randomised controlled trial 


Heiner Grosskurth, Frank Mosha, James Todd, Ezra Mwijarubi, Arnoud Klokke, Kesheni Senkoro, Philippe Mayaud 
John Changalucha, Angus Nicoll, Gina ka-Gina, James Newell, Kokugonza Mugeye, David Mabey, Richard Hayes 


Summary 


A randomised trial was done to evaluate the impact of 
improved sexually transmitted disease (STD) case 
management at primary health care level on the incidence 
of HIV infection in the rural Mwanza region of Tanzania. HIV 
incidence was compared in six intervention communities 
and six pair-matched comparison communities. A random 
cohort of about 1000 adults aged 15-54 years from each 
community was surveyed at baseline and at follow-up 2 
years later. Intervention consisted of establishment of an 
STD reference clinic, staff training, regular supply of drugs, 
regular supervisory visits to health facilities, and health 
education about STDs. 

12537 individuals were recruited. Baseline HIV 
prevalences were 3-8% and 4-4% in the intervention and 
comparison communities, respectively. At follow-up, 8845 
(71%) of the cohort were seen. Of those _ initially 
seronegative, the proportions seroconverting over 2 yeers 
were 48 of 4149 (1-2%) in the intervention communities 
and 82 of 4400 (1-9%) in the comparison communities. HIV 
incidence was consistently lower in the intervention 
communities in all six matched pairs. Allowing for the 
community-randomised design and the effects of 
confounding factors, the estimated risk ratio was 0-58 
(95% Cl 0-42-0-79, p=0-007). No change in reported 
sexual behaviour was observed in either group. 

We conclude that improved STD treatment reduced HIV 
incidence by about 40% in this rural population. This is the 
first randomised trial to demonstrate an impact of a 
preventive intervention on HIV incidence in a general 
population. 7 
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Introduction 


The cumulative total of adult HIV infections rose to an 
esumated 18 million by late 1994, and is projected to 
reach 30 to 40 million by the year 2000.'2 Most new 
infections are acquired in the developing world and are 
heterosexually transmitted. Large numbers of infections 
continue to occur in sub-Saharan Africa, the region most 
severely affected during the first decade of the epidemic. 
Recently, the epidemic has begun to spread rapidly in 
some parts of southern Asia, and the number of new 
infections there may exceed that in Africa within the next 
10 years.’ 

In the face of this severe and worsening epidemic, 
AIDS prevention programmes of varying intensity and 
efficiency have been set up in most affected countries. 


’ However, the impact of these programmes is unclear, due 


largely to lack of well-designed evaluation studies.’ 

In the absence of an effective cure or vaccine, the main 
preventive strategy has been health education aimed at 
achieving a reduction in risky sexual behaviour and, in 
some countries, the promotion of condom use. Other 
sexually transmitted diseases (STDs) are highly prevalent 
in many of the worst affected populations,‘ and 
observational studies suggest that the sexual transmission 
of HIV may be enhanced in the presence of such STDs.** 
For this reason, the WHO has recommended programmes 
to improve the managementof STDs as an additional HIV 
control tool, and it has been suggested that the treatment 
of bacterial STDs may be one of the most cost-effective 
health interventions available in some developing 
countries.*"° However, no empirical data -have been 
available on the impact of such measures on the incidence 
of HIV infection, or on their cost-effectiveness as a 
public-health strategy. . 

It was against this background that we undertook a 
community-based randomised intervention trial in a rural 
area of north-western Tanzania. The objectives of the trial 
were to establish a programme for the improved diagnosis 
and treatment of STDs in the general population, and to 
measure the impact of this intervention on the incidence 
of HIV infection and on the prevalence and incidence of 
STDs. The improved STD services were designed to be . 
feasible rather than optimal, were integrated with the 
Tanzanian primary-health-care system, and were based on 
syndromic treatment algorithms as recommended by 
WHO." We report the impact of the programme on HIV 
incidence. . 


Methods 

The trial was conducted between November, 1991, and 
December, 1994, in the Mwanza region of Tanzania, ear 
situated on the southern shores of Lake Victoria. a rye 
population, and the rationale and design of mig ‘- por 
intervention programme, have been described,” but the 
important aspects are summarised below. 
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Figure 1: Map of Mwanza region ci 
Numbered circles indicate location of six pairs of study communities; 
intervention communities are shown in black circles. 


STD intervention programme 
The programme had five components. First, establishment of an 
STD reference clinic and laboratory in Mwanza town to monitor 
the aetiology of STDs and the effectiveness of the treatment 
algorithms. Second, training of existing staff from health centres 
and dispensaries in the intervention areas in the diagnosis and 
treaument of STDs with syndromic treatment algorithms. The 
training comprised 1 week of classroom teaching followed by 2 
weeks of practical training at the STD reference clinic in Mwanza 
town. The staff were also trained to provide patients with STDs 
with health education and to offer free condoms for use during 
the current STD episode. Third, regular supply of the drugs 
needed to teat STDs effectively. To ensure continuous 
availability of drugs, a special delivery system was set up to 
supplement the supplies provided through the national essential 
drugs programme. Fourth, regular supervisory visits by a 
programme officer to each health facility to provide in-service 
training, and to check drug supplies and patient records. Finally, 
periodic visits by a team of health educators to the villages served 
by each health facility to provide information on STDs, focusing 
on the availability of effective treatment and encouraging prompt 
attendance for treatment of symptomatic STDs. 


Impact evaluation 


12 large communities, each consisting of the catchment 
population of a health centre and its satellite dispensaries, were 
selected as the elements for randomisation. A previous survey in 
the region had demonstrated substantial geographical variations 
in HIV prevalence, with a higher prevalence in roadside 
settlements than in rural villages,’ and a raised prevalence was 
also observed in villages close to the lake shore. To help ensure 
comparability of the intervention and comparison communities 
with respect to baseline HIV and STD prevalences and risk 
factors for infection, the communities were matched into six 
Pairs according to the following criteria: roadside, lakeshore, 
island, or rural location; geographical area (paired communities 
were generally in the same district and less than 50 km apart); 
and Prior STD attendance rates at the health centre mainly to 
eliminate those health centres that were barely functioning 

In aa matched pair, one community was randomly chosen to 
receive the STD intervention immediately following the baseline 
survey, whereas the comparison community received the 
intervention after the follow-up survey 2 years later. Locations of 
the study communities are shown in figure 1. j 

The impact of intervention on the incidence of HIV infection 
and on the prevalence and incidence of STDs was measured in a 
random cohort Consisting of 1000 adults from each communi 
Clusters of households were sampled randomly from oe 
Population residing within 90 min walking distance of the health 
centre, by a sampling scheme described previously." All adults 
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aged 15-54 years in the selected households were eligible for 


inclusion. 


Surveys of the study cohort were conducted at baseline and at 


follow-up 2 years later. Informed oral consent was obtained from 
each adult at enrolment, and personal characteristics, 
cirumcision status, and history of STDs were recorded through a 
confidential interview. A sample of venous blood was taken from 
all consenting subjects. Men were asked to provide a first-void 
urine sample, which was tested on the spot with a leucocyte 
esterase dipstick (LED, Nephur-Test+Leuco, Boehringer- 
Mannheim). Men with a positive LED test, and those reporting 
or found on examination to have urethral discharge, were asked 
to provide a_urethral swab. All participants were seen by a 
clinician, who provided treatment for symptomatic STDs and 
other illnesses. 


Laboratory methods 

Serum was separated and tested for HIV antibodies by ELISA 
assay (Vironostika HIV MIXT Microelisa, Organon, Teknika, 
Boxtel, Netherlands). All positive samples underwent 
confirmatory testing with a methodologically independent 
ELISA (Wellcozyme HIV 1+2 GACELISA, Murex Diagnostics, 
Dartford, UK) and, in case of discrepant or indeterminate 
ELISA results, a western blot test (HIV-1 Westernblot, Epitope, 
Beaverton, Oregon, USA). Western blot results were considered 
positive if WHO criteria were fulfilled."* Indeterminate western 
blot results were considered negative in the analysis. HIV-2 has 
yet to be observed in this area, and data on HIV prevalence and 
incidence can be taken to refer to HIV-1 infection. 

Serological tests for syphilis were carried out by the rapid 
plasma reagin (RPR) test (with VD 25 VDRL Carbon Antigen, 
Murex, Dartford, UK) and the Treponema pallidum 
haemagglutination test (TPHA, Fujirebio, Tokyo, Japan). TPHA 
seropositivity was considered to indicate past or current syphilis 
infection, while positivity on both TPHA and RPR tests was 
considered indicative of active syphilis. An initial RPR test was 
done in the field, and subjects with a positive RPR test were 
treated on the spot for syphilis. 

Urethral swabs were tested for Neisseria gonorrhoea by gram 
stain, and for Chlamydia trachomatis by an antigen capture 
enzyme immunoassay (IDEIA Chlamydia, Novo Nordisk 
Diagnostika, Cambridge, UK). Gonorrhoea was diagnosed when 
intracellular gram negative diplococci were seen in urethral 
smears. For logistical reasons, it was not possible to attempt 
isolation of N gonorrhoea in this rural population-based study. 
Chlamydia infection was diagnosed after a confimatory blocking 
assay on all positive samples. Urethritis was defined as 
N gonorrhoealC trachomatis infection and/or the presence of five or 
more polymorphs per high power field in urethral smears. 


Sexual behaviour survey 


To determine whether any differences in HIV incidence between 
intervention and comparison groups may have resulted from 
differences in sexual behaviour, separate random sampling of one 
in eight cohort members was done after the baseline and follow- 
up surveys. The selected individuals were revisited and 
interviewed concerning sexual attitudes and practices with a 
detailed questionnaire. 


Statistical methods 


Since randomisation was applied at the community level, 
statistical inference needed to take account of between- 
community variations in HIV incidence. Within each matched 
pair, the risk ratio (RR) of HIV incidence in the intervention 
community relative to the comparison community was 
computed. A point estimate of the overall RR was calculated as 
the geometric mean of the pair-specific RRs. Statistical 
significance was assessed with the paired ¢ test on the logarithms 
of the RRs, and corresponding 95% CIs for the RR were 


obtained. Significance was further evaluated with the non- 
parametric sign test. ; 
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Men Women 
ee 
Intervention Comparison 


intervention Comparison 


(n=288 1) (n=2998) (n=3261) (n=#3397) 
HIV positive 34 41 41 47 
Syptulis (TPHA +) 15 , 44 17 16 
Actwe syphilis 79 78 9-5 88 
(TPHA+/RPR+) 
NG/CT 2-4 32 
Symptomatic NG/CT 0-3 0-5 
Urethvitis 10 11 
Symptomatic urethritis 1-0 13 rae as 
Reported GUS ever 14 16 5-1 > 61 
Reported GOS ever 24 31 7-7 8-7 


NG/CT=N gonorshoea/C trachomatis, GUS=genital uicer syndrome, GDS=genital 
discharge syndrome. 

Table 1: Baseline prevalence (%) of HIV Infection and other 
STDs by sex, In Intervention and comparison communities 


To adjust for differences between the intervention and 
comparison communities that might bias the estimate of impact, 
a logistic regression model was fitted using data on individuals 
and including terms for the matched pair, age-group (15-19, 
20-24, 25-29, 30-34, 35-44, 45-54 years), sex, travel out of the 
village during the follow-up period, reported history of STD 
(ever) at the baseline survey, and male circumcision status. By 
computing observed and expected numbers of HIV 
seroconversions in the intervention (O,, E,) and comparison (O,, 
E,) communities, an adjusted RR was obtained for each pair as 
(O/E,)(OJE,). Adjusted significance tests and confidence 
intervals were calculated as before. 

Evaluation of the impact of the intervention on the prevalence 
of STDs at follow-up was based on the seroprevalence of active 
syphilis, and on the prevalence of confirmed urethritis and 
N gonorrhoea/C trachomatis infection in men. Since many urethral 
infections were symptomless,'* additional analyses were done of 
the prevalence of symptomatic urethritis and N gonorrhoea/ 
C trachomatis infections in men. Statistical methods were as for 


HIV incidence. 


The number of communities and the size of the cohort were 
chosen to provide 80% power of detecting a 50% reduction in 
annual HIV incidence from 1% to 0-5%, taking account of the 
expected level of between-community variation in incidence 
rates."? 


Results 


Cohort enrolment and baseline comparability 

12537 adults were enrolled at the baseline survey, 
representing 85% of eligible individuals from the sampled 
households. Detailed results of the baseline survey have 
been presented previously.“ The randomisation and 
matching procedures were shown to have provided 
intervention and comparison groups that were generally 
similar at baseline with respect to HIV prevalence, history 
and prevalence of STDs, and measured risk factors for 
HIV infection. However, there was some imbalance in 
reported history of STDs (ever), travel away from the 
village, and male circumcision, and so these variables 
were adjusted for in the impact analysis. 


Total 
Men 
Recruited 2881 2998 5879 
Seen at follow-up 2052 2187 4239 
Coverage (%) 71 73 72 
Women 
Recruited 3261 3397 6658 
Seen at foliow-up 2234 2372 4606 
Coverage (%) 69 70 69 
Total 
Recruited 6142 6395 12 537 
Seen at follow-up 4286 4559 8845 
Coverage (%) 70 71 71 
Losses to follow-up 1856 1836 3692 
Moved 814 (13%) 924 (14%) 1738 (14%) 
Temporary absence 291 (5%) 459 (7%) 750 (6%) 
Died 87 (1%) 109 (2%) 196 (2%) 
Other 664 (11%) 344 (5%) 1008 (8%) 


Table 2: Numbers recruited to cohort, coverage at follow-up 
survey, and reasons for loss to follow-up In intervention and 
comparison communities 


Baseline prevalences of HIV and STDs are summarised 
in table 1. Overall HIV prevalences at baseline were 3-8% 
and 4:4% in the intervention and comparison groups, 
respectively, while prevalences of active syphilis were 
8:7% and 8-3%, respectively. HIV prevalence was higher 
in the intervention community in three matched pairs, 
and in the comparison community in the other three 
pairs. 


Implementation of intervention 

The intervention programme was successfully established 
in all six intervention communities. Clinic records showed 
that 11632 cases of STDs were treated in the 
intervention health units during the 2 years of follow-up. 
Previous data'’ (unpublished observations) have shown 
that the treatment regimens would be expected to achieve 
cure in over 90% of cases. 


Coverage at follow-up survey 

8845 (71%) cohort members were seen again at the 
follow-up survey 2 years later. 1738 (14%) had moved 
permanently away, 750 (6%) were temporarily away, 196 
(2%) had died, and 1008 (8%) did not participate for 
other reasons (refusals, inaccessibility due to heavy rains, 
or reason not recorded). Coverage rates were very similar 
in the intervention (70%) and comparison (71%) groups 
(table 2). Reasons for non-participation were broadly 
similar in the two groups, although losses due to “other” 
reasons occurred somewhat more frequently in the 
intervention group. 


Impact on HIV incidence. ; 
HIV prevalence at baseline, and HIV seroconversions over 
the 2 years of follow-up, are shown for each community in 


EE SE ne a ve ne ee 


baseline prevalence seroconversions Crude RR Adjusted RR* 

= = = (95% Cl) (95% Ct) 
Intervention Comparison Intervention Comparison 

Matched pair/ stratum 

1 Rural a 39 3-0 5/568 (0-9%) 10/702 (1-4%) 0-62 nae - 

2 Islands 20 16 4/766 (0-5%) 7/833 (0-8%) 0-62 oe 

3 Roadside 68 8-6 17/650 (2-6%) 20/630 (3-2%) 0-82 om 

4 Lakeshore 54 43 13/734 (1-8%) 23/760 (3-0%) 0-59 o 

5 Lakeshore 28 47 4/732(0-5%) © 12/782 (1-5%) 0-36 08 

6 Rural : 18 45 5/699 (0-7%) 10/693 (1-4%) 0-50 i een 

—— 38 4-4 48/4149 (1-2%) 62/4400 ( 1-9%) 0-57} (0-42-0-76)  O-S8t (0-42-0-79) 


*Adjusted for age, sex, travel during follow-up period, Nstory of STO (ever) at baseline, and male circumcision. tGeometric moan. 


Table 3: HIV Incidence over 2 years In Intervention and comparison communities, and crude and adjusted risk ratios 
Ee EEUU GEEEEEEEEEEEEERRnnnnnn aaa 
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Figure 2: Incidence of HIV Infection over 2 years by age and 
sex In Intervention and comparison communttles 


table 3. HIV results were available at both baseline and 
follow-up for 8825 (99-8%) of those seen at follow-up. Of 
these, 276 (31%) were HIV positive at baseline, so that 
HIV incidence calculations were based on 8549 initially 
seronegative individuals—4149 in the intervention group 


and 4400 in the comparison group. 
Over the 


(1:9%) in the comparison group. HIV incidence varied 
substantially between matched pairs, but was consistently 
lower in the intervention community than the comparison 
community in all six matched pairs (table 3). When the 
data were analysed to take account of between- 
community variation, the RR for seroconversion in 
intervention compared with comparison communities was 


0:57 (95% CE 0-42-0-76, P=0-004), When the analysis 


was adjusted for variables showing an imbalance beteeen 
the two treatment groups at baseline, the RR was virtuall 
unchanged (0-58, 0:42-0:79, p=0-007), 
Parametric test gave similar results (two-sided p=0:03 for 
both unadjusted and adjusted analyses), 


2. HIV incidence in the com 
women aged 15-24 years and men aged 25-34 years, In 


reductions in incidence occurred in the same two age/sex 
8toups. However, numbers of seroconversions at each age 
were small, and the differences in effect between age/sex 
Broups were nor statistically significant (test for 
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2 years of follow-up there were 48 ‘ 
seroconversions (1:2%) in the intervention gtoup and 82 — 


Prevalence 
—— 


imervention Comperison 
: 445/4260 516/4539 0-90 0-92 
ae re (11-4%) (0-76-1-06) (0-78-1-07) 
52/2052 66/2187 0-68 0-65 
rahi (25%) (3-0%) (0-27-1-68) (0-26-1-62) 
atic 19/2052 26/2187 0-58 0-72 
ee (0-9%) (1-2%) (0-14-2-51) (0:25-2:07) 
Urethritis$ 119/2052 152/2187 0-84 0-84 
(5-8%) (7-O%) (0-31-2-26) ipa 
S omatic 32/2052 54/2187 0-48 0-4 
es (1-6%) (2-5%) (0-09-2-70) (0-09-2-55) 


NG/CT=N gonor*hoea/C trachomatis. 

*Geometric mean of pait-specific risk ratios. tAdjusted for age, sex, travel during 
follow-up period, history of STD (ever) at baseline, and male circumcision. 

Men only. 

Table 4: Markers of STD prevalence at follow-up In Intervention 
and comparison communitles, and crude and adjusted risk 


ratlos 


interaction obtained by logistic regression, ignoring 
between-community variation, gives x’=2-69, 5 df, 
p=0-75). 


Impact on STD prevalence ; 

Markers of STD prevalence at follow-up in the 
intervention and comparison communities are shown in 
table 4. Prevalence was consistently lower in the 
intervention group for all markers. However there was 
substantial between-community variation, and none of the 
differences were statistically significant when this 
variability was taken into account. The greatest effect 
observed was on symptomatic urethritis in men, with 
prevalences at follow-up of 1-6% in that intervention 
group and 2-5% in the comparison group, giving an 
adjusted RR of 0-49 (CI 0:09-2:55, p=0-32). 


Sexual behaviour 
Results from the sexual behaviour surveys at baseline and 
follow-up are summarised in table 5. At baseline, 


ee 
Men Women : 
deca eect dt 
Intervention Comparison Intervention Comparison 
Baseline 
n 237 281 298 301 
Lifetime partners (%) 
0 i 3 3 4 
1 7 5 28 26 
2-4 18 22 47 53 
5-19 44 44 19 16 
20+ 31 26 3 i 
Partners past year (%) 
0 7 10 9 10 
1 44 36 78 83 
2 22 25 o 6 
34 18 22 3 i 
5+ 10 8 i 0 
Follow-up 
n 216 268 248 255 
Partners past year 
0 5 4 10 10 
i 42 46 81 75 
2 27 26 7 12 
34 18 19 Ba 
8 6 0 0 
Casual partners past 
2 years 
0 62 55 89 87 
i 14 17 6 oe 
2 10 ii 3 3 
3+ 14 i7 2 3 


Table 5; Numbers of sexual partners reported In Intervention 
and comparison communities at baseline and followup 


533 


THE LANCET 


Ne ieee 


reported numbers of lifetime sex partners and of sex 
partners during the past year were similar in the 
intervention and comparison groups in both sexes. At 
follow-up, reported partners during the past year showed 
no change from baseline, and there was still no material 
difference between the intervention and comparison 
groups. Data were also collected at follow-up on reported 
“casual” partners during the past 2 years, defined as all 
sex partners other than those described as “regular” or 
living with the respondent. Similar results were again 
obtained in the intervention and comparison groups. 

At baseline only 2% of men reported stxual contact 
with bar girls or prostitutes during the past year, and this 
question was not repeated at follow-up. Information was 
collected at follow-up on condom use during the follow- 
up period. Condom use with sex partners other than their 
spouse was reported by only 2:-4% of men (intervention 
16%, comparison 3:0%) and 2-3% of women 
(intervention 2-°7%, comparison 1:8%). Only three 
individuals reported regular use of condoms. 


Discussion 


Rational health policy decisions depend on reliable data 
on the cost-effectiveness of different health interventions. 
Because of the urgency of the AIDS _ epidemic, 
interventions have had to be made without the benefit of 
such data. Although a few evaluation studies have been 
published,'*” these have been observational in design, 
and this is the first report of a randomised controlled trial 
of a preventive intervention against HIV in the general 
population anywhere in the world. 

Although WHO has advocated improved STD 
treatment as an additional HIV control strategy for some 
years, the empirical basis for this policy has been slender. 
While evidence from observational studies is consistent 
with the hypothesis that STDs act as a biological cofactor 
for HIV transmission,** there are substantial difficultes in 
interpreting such data, and the magnitude of any such 
effect is unknown.” The impact of improved STD 
treatment depends on the proportion of HIV infections in 
the general population that are attributable to the cofactor 


effect of STDs, and on the reduction in STD prevalence - 


that might be achieved by an intervention programme, 
and neither is easy to predict. By incorporating 
randomisation within the phased introduction of an STD 
intervention programme in the Mwanza region of 
Tanzania, we have been able to obtain reliable data on the 
impact of this programme on HIV incidence. 

We have demonstrated an overall reduction in HIV 
incidence of about 42% over 2 years of follow-up. The 
reduction occurred in both sexes, and was observed 
consistently in all matched pairs of study communities. 
The observed annual incidence of 0-9% in the 
comparison group was close to the 1% assumed in the 
study design, and similar to the incidence observed in the 
rural population of neighbouring Kagera region.” Since 
the intervention was randomised at the community level, 
it was essential to use statistical methods that took 
account of between-community variation in incidence. 
Such analysis demonstrated a highly significant impact, 
and it is therefore very unlikely that chance accounted for 
the observed differences. Are there any sources of bias 
which might account for the findings? 

These ‘results might be explained by a lack of 
comparability between the treatment and comparison 
communities, such that HIV incidence would have 
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differed in the absence of intervention Although 
matching and randomisation should have minimised this 
problem, with 12 study communities some differences 
cannot be ruled out. However, data collected at baseline 
support the comparability of the two groups and, in 
particular, baseline prevalences of HIV and syphilis were 
similar.'* Where imbalances in risk factors were identified 
these were adjusted for in the analysis, with liwle effect we 
the impact estimates. 


Losses to follow-up are an important source of bias in 
Prospective studies, since those lost may differ in risk 
from those.continuing under follow-up. Of our cohort, 
71% were seen at follow-up, or 83% after excluding those 
who had died or moved away permanently. These 
coverage rates are within the range generally considered 
acceptable in population-based studies. Coverage rates 
were almost identical in the intervention and comparison 
groups, and reasons for loss to follow-up were broadly 
similar, although losses due to “other reasons” were 
somewhat higher in the intervention group. This 
discrepancy was due mostly to a low coverage rate in one 
intervention community, which became inaccessible due 
to onset of the rains, and to field worker error in another 
intervention community resulting in failure to record 
reasons for some losses. It seems unlikely that the 
comparison of the two groups has been influenced 
substantially by losses to follow-up. 

The HIV testing algorithms employed were highly 
sensitive and specific, but a small number of false 
positives or negatives cannot be ruled out. Since the HIV 
testing laboratory was kept blind to the origin of the 
serum specimens, any such misclassification should not 
be different between the two study groups, and the effect 
of misclassification would be modest dilution of the 
intervention effect. 

Further bias may have resulted from “contamination” 
effects—for example, if individuals from comparison 
communities travelled to intervention villages to take 
advantage of the improved services. In our trial, the study 
communities were carefully chosen with respect to the 
geography of the region, so that distances between _ 
communities were large, and travel between them difficult 
and time-consuming. To check for this possibilty, 
however, data were collected at the intervefition health 
units on the place of residence of patients treated for 
STDs. During the 2 years of follow-up, only 59 patients 
from the comparison communities were recorded at these 
units, representing only 0°5% of those treated for STDs. 
The effect of any contamination bias would again be to 
dilute the effect of the intervention. The estimate of 
impact may therefore be an underestimate. 

We conclude that there is strong evidence that our STD 
intervention programme has a substantial effect on HIV 
incidence in this rural population. Might this be explained 
by changes in risk behaviour in the intervention 
communities? The main focus of the intervention was on 
the provision of improved STD treatment SCrvices. 
Periodic visits were made by the project team [0 the 
intervention villages to inform the population about 
STDs, the main emphasis being on the importance of 
seeking treatment promptly and on publicising the 
improved treatment services available. These visits nae 
not expected to have a substantial impact on Se a 
sexual behaviour. Health education activities of re 
National AIDS Control Programme continued equally in 
the intervention and comparison communities during the 


: Vol 346 + August 26, 1995 


————t—“‘“SOS 


fllow-up period. Although — health workers in 
intervention units were trained to offer condoms to 
patients attending with STDs, patient registers antes 8 
that only 09% of patients took condoms. To provi ; 
empirical data on behavioural change, special surveys r 
sexual behaviour were conducted at both baseline ir 
follow-up in random samples selected from the study 
cohort. These data indicated no change in sexual 
behaviour over the 2-year follow-up period, and no 
material difference between the intervention and 
comparison communities. Furthermore, condom use 
remained at a very low level in both groups. Whereas 
condoms now seem to be relatively well-accepted in 
Mwanza town, due party to the intensive condom 
promotion activities there, acceptability and use of 
condoms remain low in rural areas and more intensive 
interventions will be needed to change this pattern. 

In the absence of sexual behaviour change, the most 
plausible explanation for our results is that the STD 
treatment programme reduced HIV incidence | by 
shortening the average duration of STDs, thus effectively 
reducing the probability of HIV transmission. The data 
on STD prevalences were consistent with this hypothesis, 
all measured indicators showing a lower prevalence in the 
intervention group than in the comparison group at 
follow-up, but none of these effects was statistically 
significant. Moreover, some indicators showed some 
imbalance at baseline. 

An intervention based on syndromic treatment of self- 
reporting cases would not be expected to have a 
substantial effect on the prevalence of symptomless 
infections. The high frequency of symptomless infections 
in men in this population was not recognised when the 
trial was designed,'* and the sample size was too small to 
detect a significant effect on symptomatic inféctions. The 
most reliable measure of symptomatic infections in our 
study cohort was the prevalence of confirmed urethritis in 
men reporting symptoms at the time of our survey, and it 
is of interest that this indicator showed the greatest 
reduction in the intervention group compared with the 
comparison group. 

Our data on STDs were limited by logistical constraints 
on the diagnostic methods that could be employed in a 
rural field survey, and by the subjective nature of 
responses On symptomatic infections. Future trials will 
need to pay careful attention to these difficulties. _ 

The magnitude of the effect on HIV incidence jis the 
clearest evidence to date that a large proportion of HIV 
infections in this Population are attributable to the 
cofactor effect of STDs, and this may help to explain the 
rapid heterosexual spread of HIV in many parts of sub- 
Saharan Africa. The largest impact of intervention was 


measures might have a greater effect. 


How eneralisable are our re 
: sults to other rural 
populations in Africa? With an adult HIV prevalence of 
around 4% and an annual incidence of around 1%, the 


tural population of Mwanza region is fai i 
ion is 
many other parts g fairly typical of 


& LUN LS 


Although information on the prevalence 4 yep. 
African population is sparse, our data are similar to other 
published results.‘7* Furthermore, the ie 
strategy we adopted was chosen for its re 
replicability in low-income countries, and was designed to 
be implemented through routine primary-health-care 
services. However, ease of implementation will clearly 
vary according to the structure and funtioning of the 
health services. To ensure a constant supply of the drugs 
needed for STD treatment, the intervention in Mwanza 
region incorporated a_ special delivery system to 
supplement the supplies provided through the national 
essential drugs programme. The cost analysis will need to 
examine likely variations in cost and effectiveness if a less 
intensive intervention were established—for example, if 
the programme were to rely on the routine drug supply 
system, or if supervisions were carried out less frequently. 

Many other parts of the developing world, including 
southern Asia where the HIV epidemic is now spreading 
rapidly, have high rates of STDs and poor STD treatment 
services, sO Our intervention strategy is potentially of 
much wider applicability. Educational interventions, 
aimed at modifying risk behaviour, were not evaluated in 
this trial, but should in our view remain an important 
priority for national AIDS control programmes. However, 
our results suggest the importance of complementing 
these activities with improvements to STD treatment 
services wherever STDs are _ highly _ prevalent. 
Commentators have emphasised the inadequacy of the 
resources being directed globally to HIV prevention, in 
particular in the developing countries most affected by the 
epidemic. This failure may partly reflect “donor fatigue” 
and doubts about the impact of control activities. The 
demonstration that HIV incidence can be almost halved 
by 2 modest intervention in one of the world’s most 
disadvantaged countries should provide a message of 
hope, and help stimulate renewed efforts to control this 
epidemic throughout the developing world. 
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STD control for HIV prevention—it works! 


See page 530 
Prevention and management of sexually transmitted 


diseases (STDs) have seldom ranked high on national 
healthcare priority lists, despite their serious threat to 
health, especially of women and newborn babies. With 
the emergence of a new lethal STD, HIV, and the 
increasing evidence that sexually acquired lesions and 
inflammation could facilitate HIV transmission, the 
picture has changed. STD case-management has 
increasingly been included in HIV-prevention strategies 
but its potential impact on the spread of HIV remained 
controversial. Furthermore, STD control is often thought 
to be a complex and expensive strategy that drains 
resources from promotion of condoms and other safer sex 
behaviours. 

In this issue, Grosskurth and colleagues report the 
results of a well-designed community randomised trial 
which show a 42% reduction of HIV incidence as a result 
of improved STD case-management in a rural area of 
Tanzania. As the researchers note, the magnitude of the 
effect on HIV incidence observed in this trial is the 
clearest evidence so far that a large proportion of HIV 
infections in this population are attributable to the 
enhancing efect of STDs. Even more important, this 
study shows that simple replicable STD care activities 
integrated into primary healthcare services can lead to a 
considerable reduction of HIV. Although there were 
earlier reports of a significant decline of HIV incidence as 
a result of STD case-finding in high-risk women, the 
Mwanza trial shows convincingly for the first time that the 
concept of STD control for HIV prevention works in the 
general population. If shortening the duration of self- 
reported STDs, mainly in males, results in a 42% 
reduction of HIV incidence, what would have happened if 
more aggressive strategies had been implemented—eg, 
addressing symptomless STDs via case-finding among 
vulnerable groups? One could reasonably expect an even 
greater effect. 

What lessons can we learn from this study? With an 
apparently low key intervention (including training of 
healthcare workers in STD syndrome management, 
making available effective antibiotics for STDs, and 
promoting healthcare-seeking behaviour) a large effect 
can be obtained in terms of the proportion of STDs cured 
by the health services, especially when baseline quality of 
STD Care is poor.‘ However, the replicability and 
Sustainability of this minimal package should be seen in 
the context of declining quality of health systems in many 
PP vhasae For example, access to STD drugs 
Sensi phe function of general access to drugs, except if 

ibution systems are established, which was 

the case in the Mwanza trial. 
ae oe study there was no difference in sexual 
ema a “ condom use in the intervention and 
view, this observation mare 2 methodological point of 
Yn ae - rN makes a more convincing case for 
as cofactors in HIV incidence, but in 
& is worrisome. Healthcare 
D patients should not miss 
bout safe sex and promote 
tingly low condom uptake 
ts in Mwanza contrasts with 


workers confronted with ST 
the Opportunity to talk a 
condoms.’ The disappoin 
among the trial Participan 
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experience in other HIV/STD prevention projects.’*” 
Promotion of behaviour change during clinic visits, 
although limited by time constraints, remains one of the 
most neglected components of STD/HIV prevention 
activities in developing countries. eae ; 

One of the most striking findings of this intervention 
trial was that the largest impact on HIV incidence 
occurred among the very young women (15-24 years). 
The potential for STD/HIV reduction is the largest 
among young women, who are at increased risk for STD 
and HIV acquisition because of both behavioural and 
biological mechanisms (immature cervix with large area of 
ectopy). Special attention should be given to this highly 
neglected group of patients, many of whom are 
adolescents, in terms of comprehensive reproductive 
health education and delivery of services. Recent interest 
in integrating STD services in family planning and 
maternal and child health may work well for older 
women, but unmarried adolescents are often not welcome 
or make litue use of such facilities. 

We still do not know how best to provide accessible and 
effective STD care for groups such as adolescents or sex 
workers. The lack of simple technical tools to detect 
gonococcal and chlamydial infections in women is a first 
obstacle, and the syndromic approach to  case- 
management works poorly in symptom-free women. With 
respect to service delivery, waiting for clients to come to 
the clinic is not enough. Outreach activities, community 
involvement, and low-threshold services are important 
components if we want to influence these hard-to-reach 
populations. 

HIV is still spreading fast; the problem is urgent. We 
have learnt that no single approach will contain the 
epidemic, and we need all the means that are available, 
how imperfect they may be. The Mwanza study confirms 
that improving STD care-management is an important 
additional HIV prevention strategy. Its potential benefit 
will clearly depend on the prevalence of STD in the 
population, and the effectiveness of the STD programme. 
Rather than focusing our efforts on further quantifying 
the attributable risk of STD control, we should now put 
all our energies into determining how best to deliver STD 
care, especially to highly vulnerable populations. 


Marie Laga 
STD/HIV Research and Intervention Unit, Institute of Tropical Medicine, 
Antwerp, Belgium 
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Vaginal Microbicides for the prevention of HIV 
(Briefing from the UK NGO AIDS Consortium) 


Abstinence, monogamy and condoms (plus nonoxynol 9) are the only strategies we have at 
present to prevent the spread of HIV. These are all strategies which call for honesty, trust and 
consideration between sexual partners, and for which women must depend on their male 
partners. In most parts of the world, there is reluctance on the part of men to use condoms, and 
sex with many partners is more acceptable for men than women. Women are therefore at risk 
even if they are monogamous. Women are unable to insist on the use of condoms, and may not 
know if their partners have other sexual partners. The female condom is under women’s control 
but its use is obvious to male sexual partners. Women are also vulnerable to violence and non- 
consensual sex, during which there is no protection. Moreover, women who are infected may be 
afraid to take measures to protect their partners, as an admission of infection may result in 
rejection. In addition to all this, women’s worth is often seen in terms of their ability to bear 
children. Currently the only protection from HIV, the condom with nonoxynol 9, also prevents 
conception. 


Ideally, a protection method is required which is in the control of women, prevents HIV and 
STDs, does not prevent pregnancy, does not irritate the vaginal mucosa, is clear, odourless and 
undetectable in use, cheap, available without prescription, easily distributed and has a long 
shelf life in imperfect conditions. It should also be effective if used either before or after sexual 
intercourse. Research is currently being done to develop such a substance which could be used 
in the form of a cream, gel, film or sponge in the-vagina. 


Facts about microbicides — 3 

¢ it could take 5-10 years to develop and test any new substances to be used vaginally, and 
to gain USFDA approval 

¢ further research needs to be done on basic human reproductive biology 

¢ there are a number of potential candidate microbicide compounds including detergents, 
chemicals such as iodophores. carbohydrates, antibodies, antiviral drugs, defensins and 
pyocins’ : 

« several substances are already licensed for vaginal use (including nonoxynol 9) but it is 
not known whether these would be effective if used alone, and they may have an irritant 
effect on the vaginal lining (which could increase the chances of transmission). 

« Trials will not be easy to design and will almost certainly have to take place in developing 
countries where there is less chance of non-sexual transmission of HIV through injecting. 
drug use” 


The development of an effective microbicide would add a valuable dimension to the 
strategies available to stop the spread of HIV. But it is unlikely that they could be 
developed for some time, and even if they are developed, they will still be subject to some 
of the problems of distribution, affordability, correct use and perhaps acceptability which 
restrict condom use. It is still essential to work towards greater equality in the 
relationships of men and women if women’s greater vulnerability to HIV and other STDs 
is to be reduced. 


' Stone and Hitchcock, Vaginal Microbicides for preventing the sexual transmission of HIV, AIDS 1994 8 (suppl 1) 
? Elias and Heise, Challenges for the development of female controlled vaginal microbicides: AIDS 1994, Vol. 8 no 1 
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Breastfeeding and the risk of mother to child transmission of HIV 
(Briefing from the UK NGO AIDS Consortium) 


Breastmilk is the prime source of nutrition for most infants throughout the world. It provides critical 
health benefits for both mother and child, including protection for infants from diarrhoeal diseases 
and other infections, and protection of the mother’s health through lengthening birth spacing. 
Children’s intellectual development may be improved. The relationship between mother and child is 
enhanced. Breastfeeding is cheap, safe and possible for almost all mothers. Sadly, it has been shown 


that HIV can be transmitted through breastmilk, and this has complex implications for policy towards 
infant feeding. 


Facts on HIV transmission through breastfeeding’ 

¢ HIV is present in breastmilk and (in a higher concentration) in colostrum 

¢ ifawoman is infected after giving birth, she can transmit HIV to her child through 
breastfeeding 

¢ ifawoman is HIV positive during pregnancy, the risk that her child will be infected is 
increased by breastfeeding - but we do not know precisely how much this risk is increased, 
and it probably varies in different circumstances. The best estimate is that the additional 
risk is around 7 to 14% for mothers with established HIV infection. Mothers infected 
around the time of birth and delivery are more infectious. : 

¢ in parts of the world where infant mortality, HIV rates and risks from artificial feeding 
are high any change to artificial feeding - even if this was only by HIV positive mothers - 
would increase child mortality rates 

¢ breastmilk also contains a substance which may provide some protection against HIV 
infection by preventing the virus from binding with uninfected cells 

¢ there is some evidence.’ that the risk of transmission from breastfeeding may outweigh its 
protective effect if breastfeeding continues beyond a certain period. But we do not know 
enough about when transmission occurs to form any recommendations about this. 

¢ Zidovudine (AZT) significantly reduces the risk of transmission if given to HIV positive 
mothers in the last six months of pregnancy and to babies for 6 weeks after birth’. But this 
is too expensive for developing countries and requires the testing of all pregnant women, 
which has ethical. financial and practical implications especially in developing countries 

° pasteurised expressed breast milk is safe. 


As the numbers of HIV infections in women of childbearing age increase throughout the world, 
the significance of perinatal and breastfeeding transmission is also increasing. The current 
WHO recommendation is that where infectious diseases are not the main cause of infant deaths, 
women who are HIV positive should be advised to use an alternative to breastfeeding, but where 
the main causes of infant death are infection and malnutrition, all women should be advised to 
breastfeed. Current policy does not adequately address the needs of mothers in intermediary 
areas where child mortality from infectious diseases are of some importance and artificial 
feeding is feasible but hazardous. This needs to be addressed urgently. More research also needs 
to be done into how and when transmission through breastfeeding occurs in order to prevent 
transmission of HIV without increasing infant mortality. 


! sce Nicoll et al, Infant feeding policy and practice in the presence of HIV infection, AIDS, 1995 Vol. 5 no 2 a 
? Nagelkerke et al, The Duration of breastfeeding by HIV-1 infected mothers in developing countries: balancing the benefits a 
risks, Journal of Acquired Immune Deficiency Syndromes and Human Retrovirology, Vol. 8 No 2 1995 e: 

3 Connor et al Reduction of maternal-fetal transmission of HIV-1 with Zidovudine treatment. New England Journal of Medicine, 
1994, Vol. 331 No 18 
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Condom use and effectiveness in the prevention of HIV transmission 
(Briefing from the UK NGO AIDS Consortium) 


The only totally reliable way to avoid sexual transmission of HIV is either not to have sex or to 
have sex with one uninfected lifelong monogamous partner. This is an ideal which should be 
acknowledged and promoted. 


However, most of the world’s population do not achieve this, and in order to prevent the 


potentially high numbers of deaths from AIDS, promotion and provision of effective protection 
is essential. 


Good quality condoms provide this effective protection against both HIV and other sexually 
transmitted diseases if education and access to supplies is assured and if they are used correctly 
and consistently. 


The facts about condom effectiveness:' 
HIV is too large to pass through good quality latex condoms 
Condom slippage and breakage is often cited as a reason for not advocating condoms as 
a preventive measure. Rates are well documented and a number of studies show breakage 
rates varying from less than 1% to 7.3% and slippage rates varying from 1.6 to 5%. 
Important points are: not all incidents of breakage/slippage will lead to infection; an 
undetermined number of incidents can be attributed to misuse. and can be reduced 
through education: not all breakages are equally risky, as the risk depends on where and 
when the condom breaks. 

- It has been shown that good quality well packaged condoms can remain in good condition 
after storage of up to five years in difficult conditions 

- A study of 245 heterosexual couples with one partner who was HIV positive showed that 
none of the 123 partners who used condoms consistently became infected over a median 
period of 22 months. Of the 122 couples who did not use condoms or did not use them 
consistently, 12 of the uninfected partners became infected. 

- Ifcondoms are to be effective, this requires 100% use. While this is difficult to achieve, it 
is not an argument for rejecting condoms as a protective measure - the only alternative is 
abstinence and monogamy which is unlikely to be achieved 100% of the time by 100% of 
the population ; 


There is no doubt that condoms can significantly reduce the chances of becoming 
infected with HIV and other STDs. A strategy to provide condoms and promote 
education on their correct use is not incompatible with the promotion of 
abstinence and fidelity. Both should be part of any strategy to slow the spread of 
HIV. 


' facts from ‘A response to recent questions about latex condom effectiveness in preventing sexual 
transmission of the AIDS Virus’: prepared by PATH, Seattle, Washington USA 
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AFRICAN NETWORK ON ETHICS, LAW AND HIV 
DAKAR DECLARATION 
1 JULY 1994 


a 
RECOGNIZING the impact that the HIV epidemic is having on all aspects of human life: 
RECOGNIZING the need for an urgent response; 


RECOGNIZING that the fundamental value of respect for human rights, life and human dignity 
provides the foundation on which all is built, 


WE, the participants at the Intercountry Consultation of the African Network on Ethics, Law and 
HIV, affirm that any action, whether personal, institutional, professional or governmental, in 
response to the HIV epidemic, should be guided by the following principles: 
1. . THE PRINCIPLE OF RESPONSIBILITY 
Every person, government, community, institution; private enterprise and medium must 
be aware of his or her responsibility and must exercise it in an active and sustainable 


manner. 


y 3 THE PRINCIPLE OF ENGAGEMENT 


Every person is affected, directly or indirectly, and therefore should respond with 
commitment, concern, courage and hope for the future. 


x THE PRINCIPLE OF PARTNERSHIP AND CONSENSUS-BUILDING 


All persons, couples, families, communities and nations must work together with 
compassion to build and share a common vision. These partnerships must reflect and 
actively promote solidarity, inclusion, integration, dialogue, participation and harmony. 


4. THE PRINCIPLE OF EMPOWERMENT 


The empowerment of every person, but particularly women, the poor, the uneducated and 
children, is essential and must guide all action. Empowerment requires recognition of the 
right to knowledge, information and technology, freedom of choice and economic 


opportunity. 


ES 


THE PRINCIPLE OF NON-DISCRIMINATION 


aA 


Every person directly affected by the epidemic should remain an integral part of his or 
her community, with the right of equal access to work, housing, education and social 
services, with the right to marry, with freedom of movement, belief and association, with 


the right to counselling, care and treatment, justice and equality. 


6. THE PRINCIPLE OF CONFIDENTIALITY AND PRIVACY 


Every person directly affected by the epidemic has a right to confidentiality and privacy. 
[t can only be breached in exceptional circumstances. 


sa 


7, THE PRINCIPLE OF ADAPTATION 


Every person and community should change and adapt social and cultural conditions to 
the new challenges of the epidemic in order to respond effectively. 


8. THE PRINCIPLE OF SENSITIVITY IN LANGUAGE 


Language should uphold human dignity, reflect inclusion, be gender sensitive, accurate 
and understandable. ; 


9. THE PRINCIPLE OF ETHICS IN RESEARCH 


The interests of the research subjects or communities should be paramount. Research 
should be based on free and informed consent, be non-obtrusive and non-coercive, and 
the results should be made available to the community for timely and appropriate action. 


10. THE PRINCIPLE OF PROHIBITION OF MANDATORY _HIV TESTING 


HIV testing without consent should be prohibited. HIV testing should also not be a pre- 
requisite for access to work, travel or other services. ; 


5 ee 


pee in drafted and endorsed by participants at the Intercountry Consultation of the African Network on 
Ailerahime iDakes : pa in Dakar, Senegal, from 27 June to Ist July 1994, by the UNDP HIV and Development 
Riles Seneset “ey i York). Participants came from Central African Republic, Céte d'Ivoire, Ghana, Kenya, 
Africa. as UND 5 ets Africa, Uganda, Zambia, the WHO Global Programme on AIDS, the WHO Regional Office for 
ahd the Pacific the kil ana Development and Governance Division, the UNDP HIV and Development Project in Asia 
Organizations | APRICAS fa a ‘American Networks on Law, Ethics and HIV, the African Council of AIDS Service 
People Livine with piv ), the Association of African Jurists (AJA), ENDA Tiers Monde, the Network of African 

ps nciving with HIV/AIDS (NAP-), the Organisation Pan-A fricaine de Lutte contre le SIDA (OPALS) and ORSTOM. 
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rugs and diets 


rticles in this issue of AIDS 

Action highlight two areas of 
interest for people living with HIV 
or AIDS and those involved in 
caring for them — nutrition and 
anti-HIV treatments. 

The article on pages 2 and 3 
summarises new developments in 
treatments for tackling HIV. The 
author emphasises that, although 
researchers are making some 
progress, fully effective and 
affordable drugs against HIV have 
not been developed yet. Prevention 
and treatment for common 
opportunistic illnesses are still the 
most important strategies against 
HIV, especially now that TB causes 
more deaths in HIV-positive people 
than any other infection. 

Good nutrition also plays a 
major role in maintaining health 
(see pages 4 and 5). It is often 
possible to make low-cost meals 
that are more nutritious, tastier and 
easier to eat for people who are 
unwell. 

On page 8, a reader in Tanzania 
explains how she successfully 
introduced the group exercise 
‘Understanding HIV’ which was 
es 6 and 7 described in issue 27. This issue 
IS education features another educational game 
, which is popular in Chile, and which 


e ; we | 
lia ; ; ‘ 
Eating well is important for maintaining good health and is an could be adapted for use in othe 
languages and situations. 


essential part of care for people with HIV. 
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Contribute to AIDS Action 


Future topics include TB and HIV; practical techniques; traditional medicine; spe with 
strategies for promoting people’s rights; blood young people and children; and counselling. 
safety and infection control; ideas for integrating Please send articles describing successful 


HIV into community development and activities and approaches to AHRTAG in 
ished by education; planning, monitoring and evaluation the UK. 
wiate Health Resources 


nologies Action Group 
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Slow progress 


against HIV 


We are still a long way from discovering a ‘cure’ for HIV infection. 
AIDS Action highlights problems in developing new treatments. 


here are three types of treatment 
for people with HIV. These aim to: 
prevent the virus from reproducing 
strengthen or ‘boost’ the immune 
system 
cure opportunistic infections. 


One type of anti-viral drug aims to 
prevent or slow down viral reproduct- 
ion in human cells (see box below). 
The drugs have a similar chemical 
structure to human DNA. This means 
that the virus bonds with the drug 
rather than the DNA, and so cannot 
use the DNA to reproduce itself. 


How HIV works 


After someone has been infected by 
HIV the virus begins to multiply 
rapidly in the body. The virus 
attaches itself to the surface of 
special white blood cells involved in 
fighting infections (CD4 cells). Then, 
after entering a CD4 cell, the virus 
bonds with the cell’s DNA. DNA is 
the human genetic material which 
enables cells to reproduce. This 
means that when the cell tries to 
reproduce itself, it is forced to 
produce more virus instead of 
another human cell, and is also 
destroyed in the process. 

At first, the person’s immune 
system is able to kill many of the 
CD4 cells which become infected 
with HIV. However, the virus is 
never totally destroyed. It continues 
to reproduce and eventually the 
immune system becomes unable to 
destroy the large numbers of 
HIV-infected cells. As the number of 
uninfected CD4 cells declines. the 
immune system becomes less able 
to fight illnesses. 


The most widely used anti-viral 
drug is still AZT, or zidovudine. AZT 
has been in use since 1985 and is 
manufactured by Wellcome, under the 
brand name of Retrovir. Its benefits 
are limited when taken alone. The 
1993 Concorde trial showed that AZT 
does not benefit people who are still 
healthy. 

A number of other anti-viral drugs 
have been licensed in different coun- 
tries for use alone (monotherapy) or 
in combination with AZT (combinat- 
ion therapy). They include ddl 
(didanosine), ddC (zalcitabine) and 
d4T (stavudine). 

In September 1995 an international 
drug trial called Delta proved that a 
combination of anti-viral drugs is much 
better at delaying the development of 
HIV-related infections and death than 
AZT alone. The two-year trial 
compared the health status of people 
with HIV taking ‘combination therapy 
(AZT plus ddl or AZT plus ddC) with 
another group taking AZT alone. Ten 
per cent of participants were women. 

Results show that, compared with 
taking AZT alone, the likelihood of 
dying for people taking combination 
therapy was reduced by almost 40 per 
cent. The benefits were greatest for 
participants who had never taken an 
anti-viral treatment before. However, 
disease progression was not affected 
for those starting combination therapy 
after taking AZT alone for several 
months. 


’ 


Two recent studies show that AZT 
treatment for HIV-positive pregnant 
women before and during delivery, 
and for their newborns, can reduce 
HIV transmission to the baby. A Study 
in the USA called ACTG 076 showed 
that the chance of mother-to-baby 
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HIV transmission was reduced by 
two-thirds when AZT was given 
during the last 20 weeks of pregnancy, 
intravenously during childbirth and to 
the newborn child. 

However, there are many 
unanswered questions. The studies, in 
Europe and North America, involved 
only a small number of infants. The 
results may not apply to all HIV- 
positive women. AZT is toxic, and its 
long term effects on women and 
newborn infants are not known. Only 
one-third of infants born to women 
with HIV are HIV-infected themselves, 
therefore many uninfected babies 
could be exposed needlessly to AZT. 

Although some pregnant women 
with HIV in Europe and North 
America are taking it, more follow-up 
is necessary. Following the Delta trial 
it seems likely that women who 
choose to take anti-viral treatment 
during pregnancy will be recommended 
combination therapy rather than AZT 
on its own. 


There are several disadvantages to 
anti-viral drugs. It is now clear, for 
example, that the virus quickly 
becomes resistant to AZT. All these 
drugs are toxic and cause side effects 
such as nausea, anaemia and muscle 
wasting, and sometimes other serious 
illnesses. These side effects are more 
severe at higher doses and more likely 
to appear in people with advanced HIV 
infection. For people without 
Symptoms there are fewer side effects 
but the long-term impact on their 
health has not been studied. 

People taking anti-viral drugs need 
access to regular and expensive 
monitoring tests which require 
laboratory facilities and trained staff. 
For example, blood tests are needed 
to detect anaemia, as well as high 
enzyme levels in the blood which can 
lead to serious illnesses such as 
pancreatitis. Taking the drugs without 
medical supervision can do more harm 
than good. 

Other types of anti-viral drugs are 
still in very early stages of development. 
Studies are taking place to investigate 
drugs called ‘protease inhibitors’ such 
as saquinavir. Protease inhibitors aim 
to deactivate the special HIV enzyme 
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yhich enables attachment to the white 
lood cells. Scientists hope that they 
vill be less toxic than drugs such as 
\ZT and ddi. Trials are in preliminary 
yhases and there is no evidence at 
resent to suggest that they prolong 
ife or delay the development of 
4iV-related illnesses. 


Another area of research focuses on 
strengthening or ‘boosting’ the 
mmune systems of people with HIV. It 
s hoped that strengthening certain 
components of the immune system 
could protect HIV-positive individuals 
irom developing illnesses. For example, 
treatments to increase the number of 
white blood cells could:help the body 
to fight HIV for longer. 

There is debate among scientists 
about the value of these treatments. 
Increasing the number of white blood 
cells could also increase the number of 
these cells that are infected with HIV. 
The only large trial, carried out with 
‘imuthiol’ or DTC, found no clear evid- 
ence of benefit and even a possibility 
that it hastened development of HIV- 
related illnesses. Another drug called 
‘interleuken 2’, already used for kidney 
cancer, is about to be tested for its 
effect on the number of CD4 cells. 
Experimental trials with drugs used for 
other illnesses are also under way. 

The immune system may also be 
suppressed when someone is poorly 
nourished or under stress. Many 
people living with AIDS can feel health- 
ier and stronger if they are able to 
change their lifestyle and diet and 
reduce stress. Alternative approaches 
to strengthening the immune system 
involve using Chinese medicine and 
acupuncture, herbal medicines and 
forms of relaxation. Some herbal 
medicines are being studied although 
no scientific research has yet been 
completed. Traditional and herbal 
remedies will be looked at in future 
issues of AIDS Action. 


The results of recent studies are 
encouraging. However, therapies are 
extremely costly and many have side 
effects. Even people in North America 
and Europe, who have access to these 
treatments, are deciding not to take 
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Laboratory testing is only one part of the long process of developing new drugs. 


stress and improve quality of life. 


Keith Alcorn, National AIDS 
Manual, 52 Eurolink Centre, 

49 Effra Road, London SW2 IBZ, 
UK. 


See p8 for NAM publications. 


them. Unless effective and low cost 
therapies can be developed, the pre- 
vention and treatment of opportunistic 
infections such as TB and diarrhoea 
continue to be the best strategies for 
most people with HIV. Appropriate 
care and ‘positive living’ can reduce 


Developing new drugs 
New treatments need to be tested for safety and effectiveness in several 
stages, before they can be licensed for commercial manufacture. The research 
process can take many years and involves: 
laboratory studies to assess the impact of the drug on the virus itself 
research on animals to study effects on health and the immune system 
small scale studies/trials with volunteers to test for side effects and impact 
on health and immune system 
large scale studies with many people for at least a ye 
effectiveness. 
Reports in the media about the discovery of a cure often raise false hopes 
because all the trial stages have not been completed. There is much debate 
about whether drugs should be made available before the final stage Is 7 
completed, because the need for treatments is so great. Some drug companies 
have run lotteries to select trial participants, because so many people 


volunteer to take part. 


ar to prove safety and 
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Eat healthily, stay healthy 


Good nutrition is essential for health. AIDS Action looks at nutritional needs for people with HIV. 


tis extremely important for a 

person living with HIV to eat a 
nutritious diet. A well nourished 
person is less vulnerable to illness 
whether or not they have HIV infect- 
ion. Both HIV and poor nutrition can 
damage the immune system. 

It is important to have reserves of 
energy to combat infections such as 
TB which use up the body’s energy, or 
diarrhoea and vomiting which result in 
loss of nutrients. Both emotional 
stress and opportunistic infections can 
reduce a person’s appetite. Infections 
in the mouth and throat, such as 
thrush or open sores, can make eating 
difficult and painful. 

Some studies have shown that HIV 
itself can cause severe weight loss. This 
can take the form of muscle wasting 
where muscle and other protein stores 


are used up, in addition to fat reserves. 
Healthy people with HIV infection are 
recommended to eat as much as 
possible of a balanced diet. Some 
people like to take special vitamin and 
‘energy-rich’ supplements. However, 


these are costly and are not necessary. 


It is especially important for people 
with HIV to have enough proteins and 
micronutrients such as vitamin A and 
iron. Vitamin A plays a key role in 
keeping the immune system healthy. 
Studies show that children who lack 
vitamin A have more frequent 
diarrhoea and respiratory infections. 


Some foods can be made more 
nutritious and easy to digest. Porridge 
can be made more energy-rich by 
adding nuts or oil, by replacing some 


What is a balanced diet? 
Nutrients are the part of food that the body uses to produce energy for 
growth and movement, to build and repair tissue and to protect itself from 
infections. It is possible to obtain all the nutrients that the body needs in 
everyday, inexpensive food. Every meal should ideally contain food from each 


of these groups: 


energy-giving foods, such as rice, maize or millet porridge, bread, cassava, 
plantain or yam. These provide the main part of the meal and most of the 
energy. Sugar, animal fats, vegetable oils and nuts are a concentrated form 


of energy. 


DSS 


ne foods, such as meat, chicken, fish, eggs, dairy produce, 
€ans or nuts. These contain protein and micronutrients such as iron, zinc 


and calcium and some vitamins. 


vitamin-rich foods, such 
vegetables and fruits. Agile 
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of the water with fresh milk or 
coconut milk, or by adding mashed 
fish, dark green or orange fruits and 
vegetables or fruit juice. 

Traditional weaning foods can be 
adapted for people who are sick or 
having difficulty in eating. Porridge can 
be made thinner, easier to swallow 
and more nutritious by ‘fermenting’ or 
‘malting’. 

Fermentation turns some of the 
starch in the flour into acidic products. 
This sours the porridge, making it 
thinner with a higher concentration of 
nutrients, and also increases the absorp- 
tion of some nutrients such as iron and 
zinc. Bacteria which cause diarrhoea are 
less likely to grow in soured than in 
ordinary porridge. One way to make 
soured porridge is to mix flour with 
water so the mixture is liquid, leave it to 
ferment overnight, and then cook as 
normal. The flour and water mixture 
becomes more sour the longer it is 
left. Cooked porridge can also be 
soured by adding a spoonful of 
previously fermented porridge. 

Malting means allowing cereal 
grains to germinate (start sprouting) 
by soaking them in water for two 
days, spreading them out on sacks and 
covering them with a damp cloth. 
They are then left in the dark and kept 
damp for two to four days. After 
malting, the grains should be washed 
and dried before they are roasted, 
fermented, or pounded into flour. It is 
important not to use grains which 
have developed mould because this 
can become toxic. 


What is good for a healthy person is 
good for a sick person. However, 
people who are sick with HIV-related 
infections may need a diet that helps 
them to: 
increase their appetite and take in 
enough nutrients 
help the digestive system cope with 
and recover from diarrhoea 
recover weight and strength lost 
during illness. 
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During illness 
It is important for the person to 
continue to eat as much as possible. 
The food should be easy to eat and 
easily absorbed. 
Mouth sores: the person may prefer 
to eat food that does not need to be 
chewed, for example milk, porridge, 
soup, or mashed fruit or vegetables. It 
is important not to make the food too 
watery because this reduces the 
amount of nutrients. Cool food can be 
more soothing than hot food. Avoid 
using spicy and peppery foods. 
Poor appetite: it is best for the 
person to eat small amounts more 
often than usual. Use a variety of 
foods that the person likes. If they feel 
nauseous avoid strong smelling foods 
and cooking smells that linger. 
Diarrhoea: this damages the gut so 
fewer nutrients are absorbed. Damag- 
ed intestines need easily digestible 
foods such as porridge or soups. In 
some cases fatty or oily foods can 
worsen diarrhoea because the gut 
cannot absorb them. Milk can also 
cause poor absorption in a few people. 
Damaged intestines are sometimes 
intolerant to lactose, the sugar found 
in milk. If the diarrhoea persists the 
person can consider excluding milk 
from their diet to see whether the 
diarrhoea lessens. Other nutritious 
foods should be taken instead. 
Antibiotics can also worsen diarrhoea. 
During illness, especially diarrhoea 
and vomiting, make sure the person 
drinks extra fluids to prevent 
' dehydration, such as thin porridge, 
coconut water, fruit juices, thin 
vegetable soups or yoghurt-based 
drinks. Oral rehydration salts solution 
can be taken if available. 


Quick recovery 

When an acute infection passes it is 
important for the sick person to have 
extra food in order to repair the gut, 
rebuild muscles and replace the body’s 
store of nutrients that has been used 
up during the illness. This extra food is 
needed until the body has regained 
weight. The person should try to eat 
one extra meal each day, and it is good 
to have extra food at each meal. 


Staying well 
When the person is feeling stronger, 
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NUTRITION GUIDELINES 


they should try to continue eating 
well, including foods that have not 
been eaten during illness. 


For women and children 

All pregnant women need extra 
nutrient’, especially if they are anaemic 
(iron deficiency). It is important for all 
pregnant women to have enough 
vitamin A through eating dark green 
leaves or orange fruits and vegetables, 
and, if available, liver or egg yolk. A 
study in Malawi has indicated that 
babies born to HIV-positive women 
with vitamin A deficiency are three or 
four times more likely to have HIV 
than those born to HIV-positive 
women with normal levels of vitamin 
A. It is thought that this is because 
vitamin A is important for the immune 
protection provided by the mother 
and prevents HIV from passing across 
the placenta from mother to child. 
This finding is being investigated 
further. 

Breastmilk is the best form of 
nutrition for every infant, especially 
during diarrhoea. If the mother has 
decided not to breastfeed, for 
example due to severe HIV-related 
illnesses, ensure that the child is fed 
adequately using a cup and spoon (see 
AIDS Action 27). After an attack of 
illness give older children an extra 
meal until they are at least the same 
weight as before the illness. 


Community coping 

It is often difficult for people living 
with HIV and their carers to eat well. 
Ilness in a family is often linked with 
poverty, because, for example, adults 
may be too sick to cultivate land or to 
earn income. 

Food aid Some NGOs provide food 
aid to families. However, many people 
in poor communities are badly 
nourished or sick, not just those with 
HIV. Providing food only to people 
known to have HIV draws attention to 
them when they may prefer to keep 
their HIV status confidential. Some 
NGOs have chosen to provide food 
through schools and mother and child 
health or TB clinics. One NGO in 
Tanzania provides food to families 
where the household has an orphan or 
is headed by a child, elderly person or 
woman with no land. Decisions about 


who receives food are made by local 
committees. 

Maintaining food production It is 
important to work with local people 
and agricultural programmes to avoid 
food shortages caused by a decline in 
farming. Providing technical support, 
such as training on crop diversification 
and livestock management, transport, 
storage and marketing, or providing 
credit can lessen food shortages and 
increase income. Some organisations 
work with legal associations to ensure 
land inheritance for widows and 
children who would otherwise lose 
their land on the death of a partner or 
parent. 

Home care Home care and 
counselling advice should include 
information about nutrition. Some 
organisations are running courses for 
people with HIV and their carers 
about improving nutrition with locally 
available products. 

Sources: Semba R, 1994, ‘Maternal vitamin A 
deficiency and mother-to-child transmission of 
HIV-1’, The Lancet, vol. 343, no 89/3, 


p1593-1597. q 
‘Malnutrition and chronic diarrhoea - nutrition 


guidelines’ (draft), 1995, City Health 
Department, Mutare, Zimbabwe. 
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AIDS: everyone’s task 


Organisations working in community health development have a key role in AIDS education. EPES, 
a community health group working in Chile, describe how they developed the game on page 7. 


hen we started talking about 

AIDS we realised that we did 
not have any teaching materials to 
share knowledge with people in a 
participative way. So in 1989 we 
developed a board game called 
Learning about AIDS: everyone’s task. 
The game is based on local people’s 
experiences and aims to: 

provide basic information on 

HIV/AIDS 

encourage discussion about ideas, 

beliefs and myths about AIDS 

give opportunities for open 

exchange of opinions and views 

about sexuality and AIDS 

promote awareness of how AIDS 

affects the community and the need 

for HIV prevention. 
Everyone is affected by AIDS and has a 
role to play in fighting the epidemic. 
Every community is able to respond in 
a supportive, caring and effective way. 
But people need opportunities to 
discuss the issues and think about 
their attitudes and feelings. 

The game uses two sets of cards: 72 
‘Everyone’s task’ cards with questions 
on HIV transmission and prevention; 
and 35 ‘Community’ cards describing 
possible situations in the community 
where problems and issues about HIV 
and AIDS could arise (see examples). 
The issues are discussed in a booklet 
which accompanies the game. It is 
essential to have a skilled facilitator 
who is aware of the issues that arise 
when talking about HIV and sexual 


health. 

People play the game in pairs using 
a dice. Each player in turn moves their 
counter forward the number of 
squares on the board shown on the 
dice. If the counter lands on a square 
marked with a number the 
person picks up a card and answers it. 
When a counter lands on a 
‘Community’ card square the group 
discuss the issue. These cards do not 
have ‘right’ or ‘wrong’ answers. 

The game was designed with a 
group of people involved in education 
or living with AIDS and is based on 
real life experiences. Each group who 
uses the game can change it for local 
use. For example, a group of students 
at the local university played the game 
during a special event. They made a 
large-scale version on a football pitch, 
built life-size models of the community 
buildings and made a giant dice. Groups 
in other countries could develop a new 
set of issues and questions for the 
players to consider. 

The game can be a useful part of an 
HIV prevention strategy which includes 
three key elements: relevant 
information and education; access to 
services; changing social attitudes to 
enable every individual to develop their 
own sexuality healthily and safely. The 
game both provides information and 
challenges the players to think about all 
the issues in their community. 

Sonia Covarrubias, EPES, Casilla 
360-11, Nufioa, Santiago, Chile. 


Sample ‘Everyone’s task’ cards: 


What is AIDS? 
What is an ‘immune system’? 


Are HIV symptoms the same in men and women? 

Name three ways in which someone can become infected with HIV. 
Name various ways of reducing the risk of HIV transmission. 

Does everyone with AIDS die because of this illness? 

Should someone with HIV continue in his or her job? 

True or false: married people do not get HIV. 

Can using drugs or alcohol contribute to risk of HIV transmission? 
Do birth control methods prevent HIV transmission? 
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Sample ‘Community’ cards: 


8iven out free? 


at do you think? 


Pharmacy: The pharmacy on Or : 
corner sells condoms. In a me 

how how you would ask fo oe 
condait with your partner play 
the part of the pharmacist. 


School: A teacher says ‘If we teach 
children in school about sexuality 
and AIDS we will encourage them to 
be more sexually active.’ What is 


your opinion? 


Neighbourhoog centre: jn a 


Meetin ° 
why there js § 4 neighbour asks 


able to he| t 
think alinsin: 
testing? 


Mass compulsory HIV 


iend i ing for a job as 
r: A friend is applying ba 
epee at a bar in town. They insist 
that he has an ‘AIDS test before 
getting the job. Should people have 


HIV tests before getting jobs? 


Church: A 8roup of young People in 
a local congregation ask for teachin 
about how to Prevent HIV and ioaiee 
that the issues be discussed direct! 
and frankly. How can the Church ‘ 


respond to a direct 
, 
this? €quest such as 
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‘Understanding HIV’: shall we try it? 


After studying the training exercise 
‘Understanding HIV’ explained in issue 
27 of AIDS Action we decided to 
introduce it into our AIDS education 
workshops. Each time we carry out 
the exercise it has a deep impact on 
the group. Once the group has really 
understood how to proceed in the 
game each step brings up important 
issues and feelings which are very 
helpful in strengthening AIDS 
awareness. 

Because our teaching team is 
involved in providing HIV/AIDS 
services both at a counselling centre 
and in the community we find the 
reactions during the game parallel 


RESOURCES 


Nutrition for developing countries is 
a practical guide for nutrition workers 
working in the community and gives basic 
facts on nutrients and food. Available for 
£3.95 from TALC, PO Box 49, St. Albans, AL | 
4AX, Herts, UK. 


What has AIDS to do with 
agriculture? is a booklet for agriculture 
workers and planners in HIV affected 
areas. For price and availability write to 
Publications Division, FAO, Viale delle Terme di 
Caracella, 00100, Rome, Italy. 


Caring for people with AIDS at 
home provides information for teaching 
families to provide nursing care to people 
with HIV including nutrition, hygiene, pain 
relief and treatment of main opportunistic 
infections and information on HIV 
transmission and prevention. Available for 
Swiss francs 5.00 in English, French, 
Portuguese and Spanish (Arabic in 
preparation) available from International 
Federation of Red Cross and Red Crescent 
Societies, PO Box 372, CH 1211 Geneva | 9, 
Switzerland. 


Newsletters 


AIDS Treatment Update is a monthly 
newsletter providing information about 
new clinical trials and treatments that are 
available mostly in Europe and North 
America, but can be useful for health 
workers and researchers in developing 
countries. Available for £40 per year from 
NAM, Unit 52, The Eurolink Centre, 49 Effra 
Road, London SW2 IBZ. UK. NAM also 
produce a twice-yearly A-Z of treatments 
and opportunistic infections, the HIV & 
AIDS Treatments Directory. 

AIDS Treatment News is published 24 
times a year. It provides information on 
experimental and standard treatments for 
HIV disease, mostly aimed at North 


those encountered in the reality of 
every day. It is a good learning 
exercise and helps us move from 
theory to experience if used during an 
education workshop. We are ready 
for more innovative techniques to 
keep AIDS education alive! 


Dr Brigid Corrigan, Pastoral 
Activities and Services for AIDS, 
Dar es Salaam, Tanzania. 


Ed note: We like to hear from readers 
about their views on the articles and 
activities in AIDS Action. Please write 
and tell us what you would like to 
read about and how you use AIDS. 
Action in your work. 


America and Europe. Available for US$ 1/20 
per year or US$60 for six months from AIDS 
Treatment News, P O Box 41 1256, San 
Francisco, CA 94141, USA . 


There are many groups set up by people 
living with HIV and AIDS providing 
support on treatment issues and care, 
including nutrition. For more information 
about local groups contact Global Network of 
People Living with HIV and AIDS (GNP+), PO 
Box | 1726, 1001 GS Amsterdam, The 
Netherlands or International Community of 
Women living with HIV & AIDS, PO Box 
2338, London W8 4ZG, UK. 


eh ib 2 
: a 
4 refrigerator = 


How fo manage » 
Health Centre Store 


Un 
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Problem-posing HIV/AIDS/STD education: 
learning = critical thinking 


Judi Aubel and Jean Sia 


In most countries, there is a significant gap between those who are “informed” 
about the danger of HIV/AIDS/STDs and those who have made behaviour 
changes to protect themselves. Usually, before any behaviour change can take 
place, individuals must critically analyse new information in the light of their 
own values and situation. Then they must decide whether and how they can 
integrate that information into their own lives. 

Man PAIDSeducation activities merely provide people with information’ 
However, certain’types of educational activities develop critical thinking skills 
required to analyse systematically situations and problems/The National AIDS 
Committee in Céte d’Ivoire (Ivory Coast) used this insight as well as lessons 
from adult education to conduct a five-day workshop for health personnel focus- 
ing on the development of critical thinking skills. Based on that experience, we 
describe how similar workshops can be organized to develop participatory 
learning experiences for community groups. 


Background Educational materials must reflect indi- 
viduals’ or groups’ socio-cultural values and 
he workshop in Céte d'Ivoire was _ reality. Such materials are beneficial insofar 

B held near the capital city for 22 asthey require learners to analyse new infor- 
teams of community health workers mation relative to their own prior knowledge 

from rural health centres throughout the and values. The incorporation of communiy 
country. Each team consisted of an Ivorian _ ty knowledge and values into the content of 
nurse or midwife and an American Peace materials encourages learners to analyse” 

Corps volunteer. few information in the light of their previou# 

On the first two days, an update was experiences and leaming,/ 7 

given on the AIDS/STD epidemic in the coun- Educational materials must be problem 

try, and basic concepts of adult education posingand open-ended rather than provide 

and participatory communication were dis- set solutions. Problem-posing materials en- 
cussed. The participants then formulated the courage analysis of alternative approach- 
following goal for their own community — es rather than rote learning of pre-defined 

education strategies? *to analyse with the solutions. Educational activities need p 

community the problems related to AID$ involve “leamers” in actively analysing reg 

and to identify together strategies for pref HIV/AIDS-related situation? 

venting AIDS and other STDs.%During the last Facilitators must be skilled in using ques- 

three days, they developed problem-posing tioning strategies which encourage Cri tical 

education materials, practised using them thinking rather than rote learning. 
with the different community groups and. Facilitators must stimulate learners to 
then developed education action plans for analyse critically situations and problems 
their own communities. and to identify. their own strategies for deay 
ing with those situations This requires the 
: - use of carefully formulated questions. | 

Principles underlying the in the learning context, alll participant 

workshop opinions must be encouraged and respect- 


Critical thinking is a reflective process in — ed. Participants can only paansnenes 
which the individual decides what todoor share their ideas openly a cr che as 
what to believe. The following characteris- learning environment fosters respect for a 
tics of learning materials and of the leatn- points of view/ 

ing environment have been shown to be is “= =a ssions among groups Of Peers are 


. ; encour- 
important for the development of critical especially effective insofar as erpihrs o 
thinking skills. age the exchange of views an 
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